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ABSTRACT
DOMESTIC VIOLENCE COUNSELORS’ SUPERVISION EXPERIENCES:
A QUALITATIVE INQUIRY
Ann Friesema, Ph.D.
Department of Counseling, Adult and Higher Education
Northern Illinois University, 2016
Teresa A. Fisher, Director

This qualitative study provided understanding into how domestic violence counselors
experience clinical supervision. Domestic violence counselors’ supervision experiences, the
relationship in supervision, and the ways in which counselors utilize supervision to meet their
developmental and self-care needs were explored. Seven participants were recruited through
purposive and snowball sampling. All seven participants were employed as full-time domestic
violence counselors in non-profit agency settings in which counseling services were provided to
victims of domestic violence and their children free of charge. Participants were required to hold
a master’s degree in counseling, or related field, receive weekly clinical supervision, and provide
free counseling services to survivors. All participants engaged in an in-person interview and
completed a reflective journal. Two participants completed a member check interview, providing
feedback regarding emerging themes. Interpretive phenomenological analysis methodology was
used.
Findings reveal that domestic violence counselors in this study had experiences of
individual and relational development within supervision. Individual development consisted of
experiences of value and worth, the development of the advocate role, the experience of clinical

growth, and finally, the process of career development, while relational development consisted
of relational growth, and the experience of mutuality, of safety, and of community and
connection. In addition, clinical supervision was found to be a protective factor that enabled
participants to cope with the impact of trauma work. The findings highlight the importance of
cultivating factors of growth-fostering relationships within the clinical supervision experience
and highlight the need for counseling training programs and clinical supervisors to prepare for
the various developmental and self-care needs of domestic violence counselors.
Recommendations are provided that address practices of clinical supervision, domestic
violence counseling, and counselor education. Suggestions for future research are discussed
regarding the importance of studying the development of relational components of clinical
supervision within domestic violence counseling services and trauma counseling more broadly.
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CHAPTER 1
INTRODUCTION
Counseling Education and Supervision, as a field, is charged with guiding the
development and preparation of the professional counselor. In a variety of settings, the counselor
will work with trauma survivors due to the prevalence and frequency of traumatic events in our
society perpetrated against children and adults (Costello, Erkanli, Fairbank, & Angold, 2002).
The National Network to End Domestic Violence (NNEDV) summarized statistical rates of
staggering proportion on its 2014 fact sheet, stating that “approximately 7 million women are
raped and/or physically assaulted by a current or former partner each year and approximately
15.5 million children are exposed to domestic violence each year” (NNEDV, 2014). The
experience of traumatic events, either single incident or chronic, regularly results in mental
health implications. As professionals working in a variety of settings, counselors have an
opportunity to work with trauma survivors in a direct or ancillary role through direct clinical care
or supervision of counselors providing direct care. Domestic and sexual violence continues to be
understood as a leading public health crisis in the Unites States with implications across
economic, health, and psychological domains. Counselors-in-training must be equipped to
understand the implications of trauma, trauma-informed services, and trauma-specific treatment
to be prepared in the school, community, and higher educational settings.
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Clinical supervision is a well-researched and highly effective manner of providing
training and developmental support to beginning counselors (Corey, Haynes, Moulton, &
Muratori, 2010). Clinical supervision is an essential practice in the field of counseling and
mental health services and has implications for ethical practice, licensure, and counselor
development (Association for Counselor Education and Supervision [ACES], 2011). Clinical
supervision models often provide theories of the developmental needs of the clinician as well as
the professional development needs of the supervisor (Bernard & Goodyear, 2013). However,
knowledge of the mental health implications of trauma and of the complex needs of trauma
survivors are not addressed fully through supervision models (Sommer & Cox, 2005). The
development of clinical supervision models that infuse an understanding of mental health
implications of trauma and treatment of trauma are needed in professional settings in which
counselors provide trauma-informed care. Given the prevalence of domestic and sexual violence,
trauma is not a specialized and unique experience; rather, it is a common experience. Developing
trauma-informed supervisory practices is imperative for the field of counselor education.
Background
The experience of working with trauma survivors can be transformative for the
professional development of the counselor. In all counseling relationships, counselors have an
opportunity to participate with a client in the therapeutic process and bear witness to the
opportunity for change and recovery. For domestic violence survivors, the therapeutic process
may involve attending to acute crisis, establishing safety within the therapeutic relationship,
processing psychological distress, supporting clients in the formulation of new goals for
functioning in daily living, and healing in the aftermath of trauma (Briere & Scott, 2012;
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Herman, 1992). For the counselor working with trauma survivors, the therapeutic process may
entail bearing witness and participating in a significant healing process. Traumatic experiences
can be acute, chronic, or complex and entail events of violence and/or near death experience
(NCTSN, 2013). Those experiences often create psychological effects, such as symptoms of
anxiety and/or depression, flashbacks, hypervigilance, and dissociation (American Psychiatric
Association, 2013). For counselors working with trauma survivors, literature has provided
evidence of vicarious trauma, compassion fatigue, and burnout as a typical reaction to working
with populations who have experienced abuse, violence, or traumatic stress (Figley, 1999;
Skovholt, 2001). In addition, given the prevalence of trauma in the United States and abroad, it is
likely that many counselors themselves will have experienced trauma either directly or in their
families.
While we have a strong understanding of the impact of trauma work (see Figley, 1999;
Perlman & Saakvitne, 1995; Skovholt, 2001), the specific needs of domestic violence counselors
have received less attention in supervision literature and in the field of counselor education and
supervision. The impact of trauma work has been described as the change in the internal self that
occurs through working with trauma survivors (Harris & Fallot, 2001). My interest in better
understanding the supervisory experiences of domestic violence counselors is situated in the
complex needs of domestic violence victims and their families as well as the often novice
developmental levels of the counselors providing services to this population. In addition, the
cross-discipline nature of the agencies and systems providing support to survivors will likely
mean that professional counselors will work alongside clinical social workers and psychologists,
legal advocates and lawyers, case managers, and residential advocates with a varied degree of
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education and professional training. The level of professional training across agencies varies as
well, depending on the philosophy and approach each agency utilizes when crafting a mission
statement (Warshaw, Moroney, & Barnes, 2003b).
While this multidisciplinary approach will benefit survivors in their abilities to seek a
wider degree of services from agencies or settings in which safety and trust have already been
established, service providers will approach counseling and clinical supervision through a variety
of experiences and professional training. The field of counselor education and supervision may
have knowledge and education to provide to supervisors with little professional development and
training in the field of supervision, while domestic violence counselors have knowledge and
experience to provide the field of counselor education and supervision in provision of
empowerment-focused services and utilization of supervision in mitigating the negative effects
of clinical work with survivors of trauma.
Multidisciplinary Services
Intimate partner violence (IPV) affects multiple areas of a survivor’s life, including but
not limited to their physical and emotional health, their work performance and financial security,
and parenting and childcare needs. In addition, IPV may often disrupt a survivor’s marital status,
resulting in legal debt, housing relocation, and—for some—immigration status. A survivor will
experience the impact of violence in multiple areas of her personal and professional life and will
seek out support from agencies and organizations from a wide degree of professionals, including
but not limited to: mental health professionals, primary care providers, domestic violence victim
advocacy services, legal advocacy services, police departments, and at times homeless service
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providers. Personnel from each setting will respond to the survivor in different ways and will
provide services for different purposes.
While counselors and mental health practitioners in private practice or therapy practices
will work with survivors, in this study I consider the supervisory needs of counselors in agencies
and nonprofit settings working primarily to support survivors and their children. These settings
are typically nonprofit agencies funded through the Violence Against Women Act (VAWA) as
well as the Victims of Crime Act (VOCA), both federally funded acts protecting the rights and
providing services to survivors of violence and abuse. Agencies funded through VOCA and
VAWA typically provide services to survivors free of charge and will often offer counseling,
advocacy, legal advocacy, shelter (crisis and/or transitional housing), and prevention services. In
addition to nonprofit “domestic violence agencies,” many counselors providing services to
survivors of IPV will also work for the Veterans Affairs office (VA) and college crisis centers.
Typically, these services will entail providing support to survivors of IPV as well as sexual
assault. It should be noted that many survivors of IPV will also have experienced sexual violence
from the perpetrator of the abuse and could therefore be considered survivors of sexual assault.
As a result of the history of funding resources, services for sexual assault survivors and
domestic violence survivors have at times been separate and unique, as sexual assault survivors
are routed through rape crisis centers or sexual assault counseling centers, while domestic
violence services are specifically focused on supporting survivors of interpersonal violence and
addressing issues of power and control within primary relationships. This division is unfortunate,
as the experience of abuse can occur through a variety of means, such as physical, emotional,
psychological, financial, and sexual. While many victims of sexual assault may not know their

6
assailants, more often then not, they do, and have had some type of relational connection prior to
the assault (Breiding et. al., 2014b). A trauma-informed approach to services for survivors of
violence would be inclusive of traumatic experiences and offer opportunities for more
comprehensive services for survivors. While utilizing this framework to conceptualize traumainformed services, for this study I recruited participants specifically from agencies supporting
survivors of domestic violence.
Clinical Supervision
Clinical supervisors play a critical role in the development of the professional counselor
both during practicum and internship settings as a counselor-in-training and post graduation as a
requirement for state licensure. Bernard and Goodyear (2013) define clinical supervision as
an intervention that is provided by a senior member of a profession to a junior member or
members of that same profession. This relationship is evaluative, extends over time, and
has the simultaneous purposes of enhancing the professional functioning of the junior
member(s), monitoring the quality of professional services offered to the clients she, he,
or they see(s), and serving as a gatekeeper of those who are to enter the particular
profession. (p. 6)
While multiple models across mental health disciplines provide guidance in the process
and content of theories of supervision (Corey et al., 2010) and literature exists highlighting the
importance and value of supervision for trauma counselors (Skovholt, 2001), less information is
available guiding the supervision process of trauma counselors and providing best practices in
trauma-sensitive supervision (Sommer & Cox, 2005). Highly competent and skilled supervisors
are essential to the field of domestic violence and sexual assault counseling given the impact of
trauma work and the advanced clinical skills required to support trauma survivors.
Unfortunately, most master’s-level professional counselors are not required to take coursework
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in supervision in a master’s program (CACREP, 2009) and most states do not require advanced
training in clinical supervision (ACA, 2014). This lack of consistent training opportunities,
knowledge of supervision models, and recommendations for best practices allows for most
supervisors to lean on their own supervision experiences as training ground, and the result may
be inadequately trained supervisors supervising novice counselors working with populations with
specific clinical needs.
Conceptual Framework
The main goal of this research study was to provide an opportunity for domestic violence
counselors to identify and describe the meaning they assign to their experiences of clinical
supervision. Clinical supervision is a field specific to counseling, social work, and psychology
and all states require unlicensed counselors providing counseling services to be supervised by a
licensed counselor. Theories of counseling and psychological development offer guidance on the
clinical work with clients and the process of therapeutic growth. Domestic violence counseling
typically utilizes a feminist empowerment model as a framework for supporting survivors and
their children. This framework values the survivors’ experiences and knowledge while
conceptualizing domestic violence as a systematic abuse of power and control with personal,
public, and political implications. The theoretical framework that will guide the interview
questions for this study is Relational-Cultural Theory (Baker-Miller, 1986; Baker-Miller &
Stiver, 1998; Jordan, 2010). Counselors are engaged in meaningful relationships with their
clients and their supervisors. The clients have experienced violence and abuse in their primary
relationships and many may have experienced relational injuries in subsequent attempts to find
support in their lives. Relational-cultural theory (RCT) offers a framework for conceptualizing
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relational connection and disconnection and offers a perspective of human development
applicable to personal and professional development in the life of the counselor.
The premise of relational-cultural theory (Baker-Miller, 1986; Baker-Miller & Stiver,
1997; Jordan, 2010) is that humans are fundamentally wired to seek out connection and
meaningful relationships throughout their lives. RCT posits that it is the separation and distance
from connection that leads to dissatisfaction, distress, and isolation. Jean Baker-Miller and Irene
Stiver (1997) detailed the foundation of the theory when describing the connections that we seek
as detailed through growth-fostering relationships. The authors detailed “the five good things”
(1997) that are present in meaningful connection as:
1) A sense of zest among both parties in relationship
2) Empowerment and ability “to act” in the world
3) A better understanding of self
4) A richer sense of worth
5) An influential experience of wanting more opportunities for connection. (p. 122)
These “five good things” have gone on to become the foundation of the premise of growthfostering relationships. The development of growth-fostering relationships is considered the
framework for human development in relational-cultural theory. Relational-cultural theory has
been named one of the 10 most important psychological theories of our current time by the
American Psychological Association (Jordan, 2010).
Relational-cultural theory is utilized across disciplines and often cited in overlapping
areas of human development in counseling, social justice, and supervision arenas. Comstock et
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al. (2008, p. 279) note that “RCT (Relational Cultural Theory) is a comprehensive theory of
counseling and development that emerged from the notion that traditional models of human
development and psychotherapy do not accurately address the relational experiences of women
and persons in other devalued groups.” Utilizing relational-cultural theory as a framework for
seeking an understanding of supervisory experiences of domestic violence counselors assisted in
the development of my interview questions and research questions. An initial goal of the study
was to better understand how domestic violence counselors experience relationship in
supervision and how those relationships are a means to support their professional and personal
growth and development. In addition, I was interested in investigating the supervision experience
and the relationship within the supervision experience as protective factors in attending to the
impact of trauma work.
Problem Statement
The primary goals of clinical supervision are: (1) education of the counselor and (2)
oversight of clinical care of the client. Models of clinical supervision, including developmental,
theoretical, and integrative models (Bernard & Goodyear, 2013) summarize methods for
attending to the goals of education and clinical care and that can be utilized across mental health
disciplines. Domestic violence counseling supervision, however, may require unique skills that
support the developmental and self-care needs of beginning counselors as well as the complex
needs of survivors (Arledge & Wolfson, 2001). Often those advanced needs involve an
understanding of the individual and organizational contributors of vicarious trauma, specific
theoretical knowledge of trauma theories, and knowledge of the typical presentation of relational
challenges and difficulties of complex trauma survivors (Herman, 1992; Hodas, 2006; Najavits,
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2001). Those unique needs have not been identified from the perspectives of the counselors
providing services. While literature exists speaking to theories of domestic violence and traumainformed care (see Najavits, 2001; Williams & Poijula, 2013) and a wealth of information exists
on the use of clinical supervision to support development of novice counselors (Stoltenberg,
McNeil, & Delworth, 1998; Zimmerman & Schunk, 2003) there is a lack of literature describing
how clinical supervision is useful in the developmental and self-care needs of domestic violence
counselors. In addition, while a positive working alliance is critical to successful clinical
supervision (Martino, 2001), there is a lack of guidance from the literature regarding strategies
for developing alliances while attending to the developmental and self-care needs unique to
domestic violence counselors (Pearlman & Saakvitne, 1995). Essentially, we do not know what
the supervision experiences are of domestic violence counselors, nor do we have a strong
understanding of how their supervision experiences inform their developmental and self-care
needs.
Purpose of the Study
Clinical supervision is a well-researched construct in the fields of counseling, social
work, and psychology. In the domestic violence counseling and advocacy field, less is known
about the clinical supervision practices and experiences of counselors. The scope of services
titled domestic violence counseling may range from psychoeducation, advocacy, crisis
intervention counseling, or longer-term trauma-informed clinical counseling. Agency leadership
and perspective of counseling programs often determine the scope of services and supervision
practices of counselors (Warshaw et al., 2003b). Supervision practices of domestic violence
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counselors vary across organizations and agencies, and little information is known regarding the
supervisory experiences of domestic violence counselors.
Literature has provided a framework for understanding the impact of trauma work
through a variety of constructs; vicarious trauma, burnout, and compassion fatigue are the most
well-known and researched phenomena (Figley, 1999). Clinical supervision is an established
method of clinical training that attends to the development and supports the wellness of the
professional counselor. Clinical supervision has the ability to be a resource to counselors as they
manage the impact of trauma work and at times mitigate its negative impact. Pearlman and
Saakvitne (1995) theorized that for supervision to be successful in mitigating the negative impact
of trauma, the essential components need to include: (1) a theoretical knowledge and grounding
in trauma theory by the supervisor, (2) space to attend to the conscious and unconscious “aspects
of treatment”, (3) an interpersonal relationship that is “mutually respectful,” and, lastly, (4)
opportunities for education regarding vicarious trauma. The purpose of this study was to
understand the experiences of supervision as told through the voices of the supervisees providing
direct trauma counseling to survivors of domestic violence and their children.
Often, when trauma content is taught in counselor education programs, curriculum will
focus on acute crisis events such as those observed in a public manner such as fires, car
accidents, public violence, and acts of terror. In crisis coursework, many counselors will review
crisis intervention models providing detailed instructions on crisis response models (CACREP,
2009). While counselors are well trained in models applicable to instances of crisis planning and
acute crisis intervention, more frequently than responding to acute crisis situations, however,
counselors will work with clients who have experienced chronic and/or complex trauma. Chronic
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trauma involves repeated incidents of abuse, violence, or war while complex trauma describes
the chronic traumatic experiences prolonged by relational violations and interpersonal betrayals
(NCTS, 2013). Given the prevalence of trauma—chronic and complex—in our society, the field
of Counselor Education and Supervision must prepare professional counselors to meet the needs
of community members, children, and families experiencing and affected by chronic and
complex trauma. Clinical supervisors may be the best-suited individuals to guide the
development and education of the novice trauma counselor given the attention to the
relationship, educative opportunities, and close knowledge of vicarious trauma symptomatology.
Trauma-informed practices are critical to the appropriate treatment of trauma survivors, and
clinical supervisors and counselor educators alike will benefit from better understanding the
supervisory experiences of supervisees working with trauma survivors.
The purpose of this study is to explore the phenomenological meaning of the participants’
supervision experiences. As domestic violence counselors, these counselors work with women,
men, and children victimized by intimate partners and family members. The presenting clinical
issues of their clients will range from immediate safety and advocacy needs, crisis intervention,
depression, isolation, anxiety, hypervigilance, attachment disorders, low self-esteem, relational
patterns of disconnection, shame, and often experiences of complex trauma. I am interested in
the ways in which these counselors utilize supervision as a means to support their clinical skill
development, their personalization and relational needs, and their self-care needs.
Research Questions
The purpose of this study was examined through the following three research questions:
1. How do these domestic violence counselors experience clinical supervision?
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2. How do these domestic violence counselors experience the relationship with their clinical
supervisor?
3. How do these participants utilize supervision to meet their developmental and self-care
needs?
Significance of the Study
Supervision is a well-researched area of counselor preparation. Reflective supervision has
become an area of interest for counselors, social workers, and mental health practitioners as a
means of more broadly understanding the benefits of the supervisory relationship and the
attention to the personal growth of the counselor, as the conscious and unconscious aspects of
treatment are attended to in the supervisory sessions (Bernard & Goodyear, 2013). A search of
several databases for “reflective supervision” produced 118 results dating back to 1987. A search
for trauma-sensitive supervision, however, produced only 2 results, both articles written by the
same author (see Sommer, 2008 and Sommer & Cox, 2005). Other known terms for supervision
of trauma counselors embedded in similar disciplines are trauma-informed supervision (2
results); relational supervision (189 results); feminist supervision (146 results); and feministrelational supervision (1 result). While personal reflection is a prominent element of traumasensitive supervision, there is a need to distinguish between the reflective nature created through
safety in the relationship and space in supervision and the specific theorized characteristics of
trauma-sensitive supervision. Namely, knowledge of trauma theories and attention to the
prevention of vicarious trauma are critical components of trauma-sensitive supervision
(Pearlman & Saakvitne, 1995).
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It is estimated that every day in the United States more than 20,000 phone calls are made
to domestic violence hotlines (NNEDV, 2013). In addition, on any given day over 66,000
survivors will seek out services from a domestic violence agency and 9,600 requests will go
unmet due to lack of funding (NNEDV, 2013). Nearly 30,000 survivors will receive individual
support or advocacy from domestic violence counselors and advocates on a given day (NNEDV,
2013). Better understanding of the experiences of domestic violence counselors in supervision
will influence the further preparation of counselors providing care to survivors of domestic
violence. Developing a model of supervision that directly addresses the developmental needs of
supervisees will be a component of this research project.
The implications of this study will be: (1) understanding the supervisory experiences of
these counselors; 2) informing counselor education practices in pedagogy and supervision; 3)
adding to the counseling literature of supervision practices for trauma-informed care; and (4)
supporting development of best practices of domestic violence counselors supervision in
agencies.
Researcher Assumptions
Domestic violence counseling involves clinical skills as well as advocacy skills. Therapy
has historically been understood as the personal development of an individual and the processing
of individuals’ experiences. Domestic violence counseling challenges counselors to look broadly
at not just the personal experiences of the client but to situate those experiences into relational
and cultural lived experiences of victimization due to domestic violence. It is impossible to
ethically and responsibly view the domestic violence victim through a lens of pathology.
Domestic violence is a systemic issue that impacts communities, not solely individuals; this
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clinical issue requires a feminist, relational, and cultural response. Therefore, the theoretical
framework of relational-cultural theory and feminist empowerment model described in the
literature review will inform the researcher’s lens, the interview questions, and the research
questions. Utilizing this framework will also assume the participants will utilize a similar
framework in their clinical work with clients, given the mission and values of the agencies from
which I recruited participants.
Definition of Terms
Throughout this study, the following key words and content areas will be used:
Clinical Supervision: The process by which a more experienced clinician guides, teaches, and
trains a less experienced clinician in the development of clinical skills, therapy treatment,
clinical conceptualization, and professional development.
Counselors-in-training: Master’s-level students enrolled in Counselor Education graduate
programs.
Domestic Violence/ Intimate Partner Violence: A pattern of abusive tactics utilized by a
perpetrator in a relationship to maintain power and control over the other partner or
family member. May include physical, psychological, verbal, emotional, or sexual tactics
of abuse. Domestic violence is a pattern of ongoing and pervasive abuse and has lasting
effects on the psychological well-being of all involved in the system of abuse.
Domestic Violence Counselor: A counselor engaged in providing counseling and advocacy to
domestic violence survivors and their children. Professional affiliations may vary based
upon training and educational background.
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Impact of trauma work: The changed internal experience of a clinician in response to and in
working with survivors of violence and systems impacted by violence. May include
alterations and changes to one’s physical and emotional being, spiritual beliefs, and
worldview.
Licensed (Clinical) Professional Counselor: Counselor licensed to independently practice
clinical counseling; holds a master’s or a doctoral degree. Often supervising counselorsin-training or pre-licensed professional counselors.
Licensed Clinical Social Worker: Social worker licensed to independently practice clinical social
work; holds a master’s or doctoral degree. Often supervising social workers-in-training or
pre-licensed social workers.
Trauma Survivors: Individuals who have personally been victimized by violence or abuse (acute,
chronic, or complex), or who have witnessed violence or abuse perpetrated against an
individual in their immediate family.
Summary
Throughout this chapter, an introduction and overview of this study was provided. In
addition, the purpose of the study and the theoretical framework were presented. In this study I
aim to illuminate the experiences of domestic violence counselors’ overall experience of
supervision and the ways in which supervision informs their personal and professional
development as well as their management of the impact of trauma work. Hearing directly from
supervisees about their experiences and the meaning associated with supervision will help the
profession of counselor education and supervision in the future development of best practices in
supervision.

CHAPTER 2
REVIEW OF THE LITERATURE
Counselors in clinical, school, and higher education settings will work with survivors of
trauma in a variety of ways. Trauma impacts individuals, families, and communities in both
acute and trans-crisis situations. Counselors-in-training must be prepared to encounter
individuals in these states and have an understanding of the needs of individuals, families, and
communities when experiencing a crisis or an ongoing trans-crisis concern. Crisis and trauma
material are required course content according to CACREP standards, and “self-care strategies
appropriate to the counselor role” (CACREP, 2009, G, 1.e) is a standard for counselor educators
to include in preparation programs. However, coursework focused on intimate partner violence
or relational trauma is not addressed in the standards, and the level of preparation regarding
trauma theories is unknown within counselor education. In addition, CACREP standards (2009)
call for general knowledge of supervision theories and models, given most master’s-level
counselors will provide supervision at a later point in their careers. This literature review will
highlight the relevant research and theory covering domestic violence counseling models and
historical supervision practices, as well as literature addressing the current understanding of
supervisee developmental and relational needs when providing counseling services to survivors
of intimate partner violence.
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Supervision Theory
Clinical supervision is the method by which supervisors provide training, education, and
clinical oversight to developing counselors (Kurpius & Gibson, 1991). In all states, clinical
supervision is needed for counselors to obtain licensure after completing a master’s-level training
program. In addition, supervision is typically utilized as a means of ensuring administrative and
clinical oversight in agencies and mental health centers, regardless of licensure status. Many
models of supervision exist which offer guidance to supervisors in attending to their professional
training, clinical oversight, and gatekeeping responsibilities. Following a model often provides
opportunities for supervisors to conceptualize their work and balance the multiple roles they
must embody during the course of their supervision duties (Corey et al., 2010). In addition,
maintaining a supervision theory in practice can have a positive impact on the supervisees as
they develop their own guiding theory in their clinical work (Aasheim, 2012).
Developmental, theoretical, and integrated models are three broad frameworks for
conceptualizing the different theories of supervision. Supervisors pay close attention to the
developmental process of their supervisees and provide feedback about the clinical skills
utilized, conceptualization of cases, and personalization of clinical work (Bernard & Goodyear,
2013). According to Corey et. al. (2010), supervision theories generally offer guidance on six
different questions for supervisors; (a) how learning and development occur, (b) the role of the
individual and cultural differences in supervision, (c) goals of supervision, (d) roles of supervisor
and supervisee, (e) interventions used in supervision, and (f) role of evaluation in supervision.
Developmental, theoretical, and integrated models have differing methods of providing guidance
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in these general categories and can be applied across mental health settings. General overviews
of each family of models are described below.
Developmental Models of Supervision
Most developmental models of supervision are focused on the “evolutionary process”
that supervisees go through and highlight each distinct and unique stage and phase that occur
during the developmental experience (Corey et al., 2010). Developmental models place attention
on the stage of professional development of the supervisee and the supervisor, often considering
the interventions that are to be used grounded in the developmental stage of the supervisee.
Guidance is given from the models that offer broad understanding of the stages of development
for the supervisee, but less guidance is offered regarding the direction of the clinical work or the
types of interventions that best meet the supervisee’s needs. Stages of development are
characterized from early developmental stages to more advanced stages of development.
Typically, novice counselors have less training and experience, rely more heavily on their
supervisor for direction, and have higher levels of anxiety regarding their performance and skill
level (Stoltenberg et al., 1998). As counselors develop, they increase in their confidence and their
ability to trust their clinical knowledge and skills, and often utilize the supervisor in a consultant
role more so than a directive role.
The integrated developmental model of supervision is the most highly utilized
developmental model and was initially created in 1998 (Stoltenberg et al., 1998). This model
provides a framework for considering the development of supervisees on a continuum; its
authors generalize the professional development roles as moving from novice to advanced
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counselors. While stages provide an overview of the unique steps each supervisee may move
through, the interventions are situated in eight domains of counselor development, including
intervention skills, assessment techniques, interpersonal assessment, conceptualization skills,
individual differences, theoretical orientation, treatment plans, and ethical decision making
(Stoltenberg et al., 1998). This model posits that counselors develop through these domains on a
continuum, from phases 1 through 3, which does not always happen in linear fashion. While
developmental models offer guidance on general conceptualization of how the supervisor should
expect the supervisee to interact with clients and the professional setting, specific techniques or
methods of supervision are not offered through the developmental models. Techniques and
methods of supervision are typically offered through theoretical or integrated models of
supervision, which will be discussed further below.
Theoretical Psychotherapy Models of Supervision
Historically, supervision has been understood as an extension of the clinical setting and
most often, therapists utilized their chosen theoretical model of clinical work as their framework
for supervision (Bernard & Goodyear, 2013). Psychotherapy-focused models of supervision
traditionally offer interventions similar to those used in the practice of counseling. While the
roles of the supervisor and the therapist are different depending upon the intention of the
relationship (i.e., supervision or counseling) the interventions parallel the approach to the clinical
setting. The emphasis is on training supervisees in the methods of the theoretical approach rather
than focusing on the developmental phases emphasized in the developmental approaches to
supervision (Corey et al., 2010).
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Integrated Models of Supervision
Integrated models offer a framework for the combination of psychological theory and
developmental considerations in supervision theory. Supervisors utilizing integrated theories of
supervision are encouraged to be intentional in their use of different theories and to shy away
from eclecticism (Corey et al., 2010). To fully integrate psychotherapy theories and
developmental models, supervisors must be grounded in the counseling theory of practice and
infuse developmental considerations as they approach the unique needs of the supervisee. The
discrimination model is an integrated theory that emphasizes the roles that supervisors embody
when tasked in supervision (Bernard, 1979). Bernard and Goodyear (2009) offer a range of roles
for the supervisor to personify (counselor, consultant, and teacher) while also specifically
addressing the developmental needs of counselors in three domains: intervention skills,
conceptualization skills, and personalization skills. Utilizing this integrated framework,
supervisors can adjust their interventions based on the developmental needs of the supervisee.
Within the framework, the skills taught can vary based upon the theoretical orientation of the
supervisor and/or supervisee, and the opportunity for an integrative supervision model becomes
an intentional approach to managing the training needs of the supervisee while attending to the
clinical care of the client (Corey et al., 2010).
Supervisors utilizing an integrated model of supervision rely on multiple roles in
conducting their supervision tasks. Johnson, Skinner, and Kaslow (2014) describe the importance
of mentoring in the supervision relationship and attention to the relational experiences of both
the supervisor and supervisee within their mentorship roles. According to Johnson et al. (2014),
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the mentorship role is understood as an aspect of a relationship in supervision, not necessarily the
goal of the supervision. Utilizing mentorship as a means to cultivate reciprocity and mutuality
within the relationship as well as the empowerment of the supervisee can bring about the
“transformative” elements of the supervision relationship (Johnson et al., 2014).
Types of Supervision
Theories of clinical supervision provide an overview of the framework of developmental
needs of supervisees as well as offer guidance on methods of providing supervision. It is
important to note that the field of supervision distinguishes between two overarching types of
supervision: clinical and administrative. General differences between clinical and administrative
supervision involve the tasks to be accomplished in supervision and the oversight requirements
of the supervisor. Clinical supervision addresses the clinical skills utilized by the supervisee and
assures ethical and competent care is provided to the client base. Clinical supervisors typically
attend to counselors’ skill development, integration of the clinical work and process, counselor
education or training, and the ethical decision-making process (Falvey, 2002). Administrative
supervisors are generally responsible for administrative oversight of services and adherence to
policies and procedures in the agency or practice. Moreover, administrative supervisors attend to
the areas of risk management and liability, adherence to mission, vision, and clinical theory,
client welfare, and ethical guidelines (Henderson, 2009). Depending on the agency or
organizational structure, supervisors can serve as both administrative and clinical supervisors.
Some agencies and organizations maintain separate roles between clinical and administrative
supervisors.
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History of Domestic Violence Counseling
The field of domestic violence advocacy arose into the public sphere in the late 1960s
and early 1970s in conjunction with the second wave of the feminist movement. Husbands’
violence against their wives has a disturbing and pervasive history across nations and cultures. In
the United States, “wife-beating” is a crime as of 1882 in Maryland and later becomes a crime
across all states into the early 1900s (Lemon, 1996). The first state to establish a family court is
New York in 1911 and crimes of violence perpetrated by husbands against wives are moved into
family courts and away from criminal court. This separation of criminal and family courts
echoed the cultural norms of considering domestic violence as a private and family matter, rather
than a criminal act (Dobash & Dobash, 1992). With the influence and organization of the second
wave of feminism, the well-known narrative “the personal is political” (Hanisch, 1970) argued
the need for women’s private personal lives of violence and victimization to garnish the respect
of a public and political landscape necessary for political and societal reform. Domestic violence
shelters began to be established in the 1970s and the field of domestic violence advocacy and
service providers became increasingly popular with the passing of Title XX in 1974, providing
funding for social service agencies which laid the groundwork for social service block grants of
1981 (http://nlihc.org/article/40-years-ago-title-xx-social-security-act-authorized). These block
grants still provide funding today for a large number of social services nationally, with an annual
allotment of one billion, seven hundred million (1,700,000,000) dollars (http://www.ssa.gov/OP_
Home/ssact/title20/2003.htm). While this funding supports a wide range of services, not just
those specific for domestic violence victims, the passing of the Violence Against Women Act
(VAWA) in 1994 did provide monies specifically for services supporting women and children
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and victims of domestic violence, sexual assault, and trafficking. With an increased amount of
funding available, community organizations began developing into larger social service
providers and offered a broader range of services such as mental health counseling, housing,
legal advocacy, and prevention and education services.
Prevalence of Domestic Violence
Domestic violence is a pervasive public health issue. Violence and abuse has both mental
and physical health implications for the individual victim, family members, and community
members. The following statistics provide an overview of the estimates of trauma and abuse.
The Adverse Childhood Experiences study (ACEs) (Felitti & Anda, 1997) is the largest
study detailing long-term health implications of abuse and neglect from childhood and provides
statistical data of over 17,000 adults’ recalled knowledge of early childhood experiences of
abuse, trauma, neglect, and dysfunction within early family structure. Analysis of the data has
produced over fifty research articles (Newlin, 2011) and nearly all studies have found strong
correlations between higher incidences of adverse childhood experiences with chronic illness and
early death as well as poor mental health and quality of life indices (Newlin, 2011).
Statistical estimates indicate that intimate partner violence affects between 1 in 3 and 1 in
4 women nationally (Black et al., 2011) and annually in the United States 7 million women
experience violence or abuse perpetrated by intimate partners (Tjaden & Thoenn, 2000). While
men also experience violence and abuse in relationships, the overwhelming amount of victims of
intimate partner violence are women, with the most vulnerable populations being women and
girls of ages 16–24 (DOJ, 2006). These experiences are often rooted in elements of power and
control in relationship and cause complex health, financial, and safety concerns including but not

25
limited to employment instability, insecure housing and food needs, medical and mental health
care, and parenting and childcare effects (Breiding, Chen, & Black, 2014a).
As funding has been available for advocacy organization, over the past 10 years NNEDV
has documented decreases in state and federal funding to member organizations to provide direct
services. During the annual census reporting process, on one day organizations provide a
snapshot of the number of individuals who seek support from agencies. In 2015, during the oneday census NNEDV obtained survey results which indicated that 71, 828 victims received
services and 12,197 victims’ requests for services were unmet due to lack of funding and
resources by advocate organizations (NNEDV, 2015). In addition, on the one-day reporting
census 21,332 individuals called hotlines for support or information and 27,708 individuals
participated in training or prevention activities. The agencies are providing a large number of
services across the country in all states, but many individual needs are often unmet.
Definitions and Prevalence of Trauma
The definition of trauma can be understood through both an acute crisis lens as well as
longer-term pervasive traumatic experiences. The DSM-V defines a “traumatic event” as
follows: “the person experienced, witnessed, or was confronted with an event or events that
involved actual or threatened death or serious injury, or a threat to the integrity of self or others”
(APA, 2015, p. 464). While a specific definition of an event provides some starting point, the
knowledge that trauma is experienced by individuals in an individualized way provides for a
more complex understanding of the presentation of trauma.
Counselors provide counseling services in a variety of settings. School, clinical mental
health centers, and colleges and universities are the most common workplaces in which
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counseling graduates will be providing counseling services. While some students may have
limited experience or training in working directly with trauma survivors providing traumaspecific services, it is likely that counselors will work with trauma survivors in any setting given
the prevalence of trauma across the lifespan. According to a 2004 report by the National
Association of State Mental Health Program Directors (NASMHPD) and the National Technical
Assistance Center for State Mental Health Planning (NTAC), “Each year, between 3.5-10
million children witness the abuse of their mother. Up to half of these children are also abused
themselves” (cited in Hodas, 2006, p. 72). In addition, the same report states, “Up to 81% of men
and women in psychiatric hospitals diagnosed with major mental illnesses have experienced
physical and/or sexual abuse. Of note, 67% of these individuals experienced their abuse as
children” (NASMHPD/NTAC Report, p. 41). These statistics relate to pervasive interpersonal
violence occurring within families. The school setting and school counselors are at an advantage
to witness students’ behaviors and presentations on a daily basis and may often be the first
professionals to observe the impact of trauma on students and families. Due to the likelihood that
school counselors will work directly or indirectly with students who have experienced or are
experiencing trauma, it is imperative that counselors are able to respond accordingly.
Trauma is generally conceptualized in three overarching categories: acute, chronic, and
complex (NCTSN, 2013). Survivors of intimate partner violence experience acute and chronic
incidents of trauma, as the abuse may manifest over a cyclical pattern of tension building,
incident, and recovery (see Figure 1). Often, these cycles become more intense and shorter in
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Figure 1. Cycle of violence.
(source: Walker, 1979, p. 55).
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time frame over the length of the relationship and the acute incidents of abuse build into more
violent and dangerous incidents (Walker, 2009). While domestic violence is one form of trauma
and can be conceptualized as acute, chronic, or complex in its presentation, clinical mental health
professionals will encounter clients who have experienced a wide range of trauma and must be
prepared to support the clinical mental health and advocacy needs of their clients.
Professionalization of Domestic Violence Services
Since 2005 the National Network to End Domestic Violence (NNEDV), a national policy
organization, conducts an annual census of domestic violence agency programming. This annual
census provides a snapshot of services provided and unmet needs across the nation. In 2015,
NNEDV estimates that there were 1,894 domestic violence agencies that would be eligible to
participate in the national survey. These agencies offer a range of services including general
advocacy, legal advocacy, counseling, emergency or transitional housing, transportation support,
and prevention and education services. According to the census data, 100% of clients of
domestic violence agencies receive advocacy or support services throughout the year and nearly
half (47%) of those individuals receive counseling conducted by a licensed professional
(NNEDV, 2015). While data is not available regarding the supervision practices of counselors
offering professional services in agency settings, supervision is required to obtain an initial
license in all states across the country, and professional licenses associated with clinical
counseling would involve therapeutic interventions associated with the treatment of mental
health needs.
Macy, Giattiana, Parish, and Crosby (2010) conducted a qualitative research study
investigating the current challenges and opportunities for domestic violence agencies in North

29
Carolina. The authors describe the historical tension agencies face regarding the emphasis on
building capacity and securing stable funding with grassroots and community-led involvement.
In their 2010 study, Macy et al. conducted focus groups and interviews with leaders of agencies
and state organizations regarding the current issues facing day-to-day survival of advocacy
organizations. Findings indicated pressing issues and concerns reflect the need for
comprehensive services that support survivors with co-occurring substance use and mental health
issues. In addition, sources of stable funding are needed that support the complex needs of
survivors. The findings indicate the ongoing tension between grassroots emphasis on advocacybased services and the need for professional intervention to support those complex needs.
Several of the participants in the Macy et al. study highlighted the importance of professionals
who are trained in models appropriate to needs of survivors and who place a high value on the
advocacy role within their professional roles (Macy et al., 2010).
Woody and Belden (2012) describe the tensions between advocacy organizations that
focus on the needs of sexual assault survivors and mental health organizations. These tensions
are historically present due to the lack of mental health services which offered feminist
perspectives regarding sexual assault and violence against women. Woody and Belden (2012)
note that advocates and counselors working in sexual assault agencies still maintain high levels
of skepticism regarding knowledge of survivors’ experiences, impact of sexual violence, and
need for advocacy. In many instances, advocates in agency settings are reluctant to refer clients
to broader general mental health services due to concerns regarding knowledge of feminist
approaches to understanding violence within the cultural experience and concern that victims
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will experience additional victim-blaming or pathologizing diagnoses from helping professionals
(Woody & Belden, 2012).
While barriers exist to building broader collaborations, advocates and counselors agree
on the complex nature of survivors’ needs and the lack of funding which would support
professionalization in agency settings (Warshaw, Gugenheim, Moroney, & Barnes,
2003b). Given the need for professional services for survivors of trauma, and specifically
domestic violence, many agencies have integrated clinical counseling services within their
organizations. Limited quantitative information is known regarding supervision practices, scope
of clinical services, and integration of clinical services with advocacy services in domestic
violence agencies. Future research is needed to better understand the quantity of clinical services
within advocacy organizations and the quantity of programs utilizing specific models of care. In
the following section, general models of domestic violence counseling are detailed based upon a
review of the literature. While models are available, limited information is known regarding
numbers of programs and agencies utilizing models in their clinical services.
Domestic Violence Counseling Models
State organizations across the country (e.g., Illinois Coalition Against Domestic
Violence) provide guidelines for the development of services for domestic violence agencies.
Typically, counseling models utilized in agencies are framed within the advocacy model and
safety-focused approach for advocates and agencies. As funding sources are monitored through
state (i.e., state department of human services) and national advocacy coalitions (VAWA and
VOCA funding), requirements and recommendations are providing guidelines for organizations
in the planning and execution of the service delivery policies and procedures. All organizations
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are given a mandate to support survivors’ safety and ensure a set of minimum requirements are
met when providing services. State organizations typically offer a set of guiding principles that
shape the specific vision and mission of agencies and support the safety and advocacy models in
place. In Illinois, the guiding principles for domestic violence and sexual assault agencies are as
follows:
1) Domestic violence is a crime of power and control. All persons are potential
victims; however, most often women and children are victims.
2) Domestic violence negatively impacts all who experience and/or witness it;
therefore, domestic violence diminishes the quality of life in the community.
3) Domestic violence is abuse and is unjustifiable.
4) Each person has dignity and worth and is entitled to a safe environment.
5) Each person has responsibility for his/her own behavior. Survivors do not cause
the abuse.
6) Each person has the right to the information, support and services necessary to
become safe, self-reliant, and autonomous.
7) Children from violent homes are at risk. Violent behavior is a learned response
and is often passed down from generation to generation. (ILCADV, 2012, p. 3)
These guiding principles will inform the approach agencies use to structure services and
will be present throughout the advocacy models and counseling frameworks utilized across
programs. One method that funding bodies utilize to ensure that these guidelines are followed is
to require a mandatory state-approved training for all service providers in domestic violence and
sexual assault agencies, often referred to as a 40-hour training or 56-hour training in Illinois.
These training programs are required of employees and volunteers at state-funded agencies and
are regulated by a state organization (e.g., Illinois Coalition Against Domestic Violence
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[ILCADV] or Illinois Coalition Against Sexual Assault [ICASA]). In addition, many states now
offer a certification for professionalization through these state organizations. In Illinois, a
professional organization regulates the professionalization of domestic violence advocacy roles.
In order to become an Illinois certified domestic violence professional (ICADVP), individuals
must complete the 40-hour training, complete 150 hours of work or volunteer experience at an
approved agency setting that is supervised by another ICDVP individual, and pass a knowledgebased certification test (http://www.ilcdvp.org/ilcdvp_certification_crit.html). While hours are
required to be supervised, the type of work completed may be any of the typical roles involved in
advocacy organizations such as counseling, housing advocacy, legal advocacy, or prevention and
education. This certification implies experience and knowledge within the advocacy-based work
of domestic violence and sexual assault organizations rather than a professional license required
for clinical work.
Advocacy and Safety
Agencies funded through state and federal sources are required to utilize a framework
that promotes prevention and “seeks to ensure the safety of the domestic violence survivor and
any vulnerable family members,” who are supported to “live free from violence and sexual
assault” (ILCADV, 2012, p. 1). As the initial statement of guidelines attests for several state
organizations across the country, supporting victims’ safety through advocacy remains a core
component of domestic violence counseling services. Establishing space for safety was the initial
emphasis of domestic violence advocacy groups when the movement began in the early 1970s.
Early organizations were focused on establishing safety, educating women about the patriarchal
structure of society which influenced the collusion with ongoing abuse, and supporting the
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development of safety (Gornick, Burt, & Pittman, 1985). Woody and Belden (2012) describe the
perceptions of ongoing tensions between the professionalization of domestic violence and rape
crisis centers, yet they find data that suggests many professionals who work in domestic violence
and rape crisis centers maintain a feminist philosophy in their work with clients, indicating that
safety remains a central component of clinical work in agency settings.
In accordance with the state-level recommendations for funding, counseling programs are
often focused on initial safety planning with client survivors (ILCADV, 2012). The initial tasks
of the counseling experience parallel the advocacy role, ensuring that clients receive education
regarding the dynamics of abuse (i.e., power and control and the cycle of violence) and are
encouraged to work with the advocate and/or counselor to establish a safety plan for their
immediate living situation. Many counselors will emphasize the importance of empowerment
through the safety planning process by encouraging survivors to consider options they have
regarding safety for them and their children and resources to rely on should an abusive incident
be impending. Advocates remain present for survivors regardless of relationships status and
encourage clients to utilize the domestic violence counseling services for support when they are
experiencing victimization in any stage of an abusive relationship (ILCADV, 2012).
Feminist Empowerment Model
As advocacy and safety are the critical first step in domestic violence counseling
programming, feminist philosophy is the ongoing framework for counseling and further
therapeutic interventions. Within domestic violence counseling settings that utilize clinical
emphasis and interventions, a blend of feminist theory of therapy is found alongside traditional
feminist approaches to empowerment for survivors. The power and control wheel (Pence,

34
McDonnell, & Paymar, 1982) was initially created as a tool to help men who were abusers
conceptualize their abusive behavior as tactics utilized to maintain power and control in intimate
partner relationships (see Figure 2). The tactics highlighted were established through
empowering the voices of victims participating in the Duluth programming in the early 1980s
(Pence & McMahon, 2008).
Early on in the domestic violence movement, the most critical component of victim
advocacy was ensuring voices of victims were heard and that policies and programming
incorporated those voices. Feminist theory emphasizes personal actions as political actions
(Brown, 1994). Feminist therapists encourage the egalitarian nature of the relationship, address
the educational value in raising consciousness regarding patriarchy, and place the ownership of
the treatment process within the hands of the client (Brown, 2009). In addition, feminist therapy
was initially understood as a collaborative space, which conflicted with traditional notions of
psychotherapy that emphasized the separate self and established a hierarchy of power between
the therapist and client (Brown, 2009). This emphasis on feminist philosophy within the
domestic violence counseling setting allows counselors to utilize an approach to counseling
grounded in safety, collaboration, egalitarian relationship, and educational empowerment while
incorporating therapeutic techniques learned in traditional master’s-level educational programs,
which may support broader distress regulation or support the individual in making meaning of
her or his current needs.
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Figure 2. Power and Control Wheel.
(Pence, McDonnell, & Paymar, 1982) The Duluth Model
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Trauma-Informed Counseling
Since more advocacy-based agency personnel became aware of the mental health
implications of trauma generally and intimate partner violence specifically, models of traumainformed care and counseling are now considered best practice in domestic violence advocacy
work (Ferencik & Ramirez-Hammond). Trauma-informed counseling is not specifically focused
on providing trauma-based treatment or therapeutic interventions; rather, an approach to utilizing
trauma-informed care in counseling settings offers an opportunity for counselors to take the
significance of the impact of the trauma into account when establishing and creating services for
survivors (Harris & Fallot, 2001). This intentional focus has been described as a shift for mental
health services over the past fifteen years (Harris & Fallot, 2001) but one that also requires
traditional advocacy organizations within domestic violence work to develop a broader
understanding of the mental health implications of domestic violence on survivors and their
children (Warshaw, Sullivan, & Rivera, 2013). In some ways, trauma-informed counseling offers
the traditional advocacy domestic violence field and the professionalized therapy field an
opportunity to bridge advocacy and clinical services in which counselors are able to
conceptualize the abuse within a framework of mental health implications and therapists can
conceptualize the feminist philosophy that underscores the importance of the broader political
and philosophical framework of trauma within a patriarchal society.
Trauma-informed counseling relies on the counselor to understand the presentation of
mental health symptoms as adaptations to trauma, consider the usefulness of maladaptive
behavior, and develop services with an assumption that safety and trust are built over time
(Harris & Fallot, 2001). In addition, trauma-informed counselors understand the pervasiveness of
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trauma and consider the implications of psychological diagnosis that addresses symptoms only
rather than broader lifetime rates of surviving experiences of trauma (NCTSN, 2013).
Supervision Practices of Domestic Violence Counselors
Very little information is documented and known about national practices regarding
supervision of domestic violence counselors. As discussed previously, the annual census
produced by the National Network to End Domestic Violence (NNEDV) found that in 2015,
47% of clients receiving services from member organizations received counseling services from
a licensed professional. While limited follow-up data is available regarding this information, we
can assume that nearly half of clients in agency settings will receive counseling from a licensed
professional (either professional counselor, social worker, marriage & family therapist, or
psychologist), but no data is available indicating the number of programs nationally which offer
counseling or therapy services within the domestic violence counseling programming. State
organizations differentiate between domestic violence counseling or peer support and therapeutic
counseling (ILCADV, 2012). The differences in accordance with the recommendations state that
a licensed individual or an individual under supervision towards their independent licensure
provides therapeutic counseling (ILCADV, 2012). Specific to therapeutic counseling is the
expectation of supervision. The licensing board of the specific profession for which the
individual providing the services belongs would mandate this expectation of supervision. While
this differentiation exists in accordance with the recommendations for services by funding
bodies, there is no evidence of information regarding providers that offer therapeutic services
broadly. Further research is needed to ascertain agencies that offer therapeutic counseling in
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domestic violence agencies. Macy et al. (2012) found that executive leadership and governing
boards generally guide program philosophy and approach to services.
Supervisee Developmental Needs
The clinical supervision literature offers frameworks to understand typical supervisee
developmental needs as well as the trajectory of traditional developmental processes in which
professional counselors partake. Bernard and Goodyear (2013) offer a framework within the
discrimination model that states all supervisees will maintain developmental needs across three
constructs: process issues, conceptualization issues, and personalization issues. Process issues
provide an understanding of how communication occurs within the clinical relationship and what
intentional action is occurring in the counseling setting (Bernard & Goodyear, 2013). Essentially,
this covers how language and nonverbal communication are used to convey therapeutic intention
and interventions. Conceptualization issues refer to the application of a specific theory in the
clinical relationship and how the counselor utilizes that theory to create a treatment plan and
conceptualize client needs (Bernard & Goodyear, 2013). Lastly, the third construct described in
supervisee needs by Bernard and Goodyear (2013) is personalization. Personalization refers to
counselors’ use of self in the clinical relationship and counselors’ experiences of
countertransference. Within the personalization construct we can also apply an understanding of
attending to the self-care implications for counselors and supervisees.
Due to the high prevalence of individuals with trauma symptomology in outpatient
therapy settings (see Herman, 1992), the field of counselor education must prepare its graduates
to provide mental health care to survivors of trauma. In addition, given the self-care implications
for counselors working with trauma survivors, attention to the impact of trauma work is a useful
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area of discussion in Counselor Education. While useful across the core curriculum in building
strategies for developing the reflective practitioner, attention to the impact of trauma work
resonates most in courses that cover trauma, crisis counseling, and supervision. While crisis and
trauma material are required course content according to CACREP standards (2016), explicit
inclusion of material covering the impact of trauma work on the individual counselor is not
specifically addressed in detail, but rather “self-care strategies appropriate to the counselor role”
(CACREP, G, 1.e, 2009) are required. This general attention to self-care strategies does not
provide specific attention to the impact of trauma across course curriculum.
Black (2006) draws attention to the limited literature addressing the role in which trauma
material can be taught with attention to the impact of trauma work. Black (2006) developed a
framework for teaching trauma material that incorporates the tenants of trauma treatment. The
model provides a framework to decrease the likelihood that students will become overwhelmed
and isolated in learning about trauma material and draws attention to the likelihood of trauma
survivors within the class setting (Black, 2006). McCammon (1995) wrote of her own
experiences in teaching trauma material and the impact of teaching this material on her wellbeing. McCammon described the changes she witnessed in her students and the ways in which
she was impacted through teaching trauma material. She provides several suggestions that
through her own personal experiences. McCammon notes that “Once you are identified as
someone who is concerned about victimization issues, people confide in you…” (p. 116) to
describe the likelihood that students in courses will describe their own trauma histories and enlist
the instructor or other students for support. In attending to the inclusion of crisis and trauma in
Counseling Education programs we must also attend to the trauma histories that are present for
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our students. Attending to that trauma histories allows faculty to also engage in modeling selfcare practices. Modeling these methods of care will inform the student’s future experiences as
professional counselor and address the personalization developmental goals as outlined by
Bernard & Goodyear (2013).
Supervisee Conceptualization Needs
Counseling and psychological theories are often considered a “road map” for clinical
work among therapists and clinicians (Fall, Holden, & Marquis, 2010). Theory provides a
direction for conceptualizing human development, the role of change, and the process of therapy
in that individual or system’s experience of change (Fall et al., 2010). Counseling services for
domestic violence survivors involve a thorough understanding of theories of human
development, systems theories, power and control, and oppression and privilege. In addition,
given the complex clinical needs of survivors related to safety, post-traumatic stress, and the
cultural and historical framework of victim blaming, domestic violence counselors have
historically utilized a feminist framework of theories which situates the abuse in a sociopolitical
understanding of power, control, privilege, and oppression.
Feminist Theory
Feminist theories focus on the power differences between counselor and client, honor
client perspectives as personal truths, and attend to broader sociopolitical issues of empowerment
(Brown, 1994). Along with the recognition of the costs of sexism and gender roles to women in
society, feminist therapies speak to the confining and problematic effect gender roles have on the
development of men. Critical to the core concepts of feminist theory is an understanding “ that
silenced voices of marginalized people are considered to be the sources of the greatest wisdom”
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(Brown, 2010, p. 2). In order to highlight and hear these voices, marginalized populations must
be directly engaged in creating, sustaining, and organizing theoretical knowledge. Feminist
theory, and therapy specifically, became accepted during a time of attention to alternate voices
that diverged from traditional models of psychoanalytic psychotherapy (Brown, 2010). Carol
Gilligan (1981), in her seminal text, described the power and privilege bestowed upon men’s and
boy’s experiences when they are considered the normalized experiences in human development.
When the male experience is considered normative, the female experience is deviant or
underdeveloped when those experiences take a divergent path (Gilligan, 1981). Feminist
therapists encourage a shift from the intrapersonal understanding of psychopathology towards an
outward-looking, interpersonal understanding of psychological distress located in an
understanding of social location and circumstance (Brown, 2010). The voice of the other is
highlighted as valid and meaningful (Gilligan, 1981).
Feminist theorists utilize a paradigm shift in understanding the development of
symptomatology in psychological theory. Traditional psychoanalytical understanding of a focus
on the problematic thinking, behavior, and pathology of individuals is called into question as
feminist therapists consider the usefulness of behaviors as a means to rebel against patriarchy
and “disempowering norms” (Brown, 2010, p. 59). While feminist theory has its roots in the
consciousness raising of women in the second wave of feminism, current feminist theory
embraces a broader coalition of therapists, activists, and scholars that have continued to embody
the fundamental understanding of the credo that “the personal is political” (Hanisch, 1970) and
the individual experience is situated within a cultural and societal community (Brown, 2010).
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Feminist Theory Applied to Supervision
The relationship is a critical component in clinical supervision, as it is the relationship
that supports the success of the supervisee hearing and implementing feedback from the
supervisor. Bernard and Goodyear (2009) describe the “supervision environment” that the
supervisor and the supervisee create together as including elements of the individual uniqueness
of each person, the developmental needs of each person, and the theoretical orientation of both
the supervisee and supervisor (p. 110). While the relationship is critical, there is limited literature
to describe how supervisors can establish the aspects of the relationship that will provide the
supervisee with the opportunity to develop personally and professionally. Feminist theory, when
addressing supervision, relies heavily on the supervisor’s ability to navigate the hierarchical
identities of the supervisor and supervisee and attend to the egalitarian nature of the relationship.
Relational-Cultural Theory
Relational-cultural theory provides a framework for conceptualizing human development
through the lens of relationships. A feminist theory, RCT asserts that humans are fundamentally
wired to seek out connection and meaningful relationship throughout their lives and in fact, it is
the separation and distance from connection that leads to dissatisfaction and distress. As
described in Chapter 1, Jean Baker-Miller and Irene Stiver (1987) detailed the foundation of the
theory when describing what connection is that we seek out as humans. They detailed “the five
good things” that are present in meaningful connection as:
1) A sense of zest between both parties in relationship
2) Empowerment and ability “to act” in the world
3) A better understanding of self
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4) A richer sense of worth
5) An influential experience of wanting more opportunities for connection. (p. 122)
These “five good things” have become the foundation of relational-cultural theory that has
become a well-known and well-established theory in counseling and psychology (Jordan, 2010).
The literature describing this theory is found across disciplines and provides a review of
the overlapping areas of human development in the areas of counseling, social justice, and
supervision. In fields that draw upon reflective models of teaching and learning, relational
elements are often involved in meaningful transformative experiences. As Comstock et al. (2008)
have observed, “RCT . . . emerged from the notion that traditional models of human
development and psychotherapy do not accurately address the relational experiences of women
and persons in other devalued groups” (p. 279).
To be able to better know ourselves allows us to better know the others in our lives, and
relational-cultural theory posits that through these aspects of relationships and connections, we
find “mutual empathy” and participate in “growth-fostering relationships” (Jordan, 2010). When
we engage in relationships that are rooted in disconnection, instead of fostering growth we
experience greater disconnection, a lack of worth, a turning away from future relationships, and
distrust in the relationships in which we do participate.
Relational theories in clinical work can be applied to a broad continuum of individuals
based on the assumption that humans are “hard-wired to connect” (Jordan, 2010, p. 4). For
individuals who have experienced chronic and complex trauma, however, relational treatment of
trauma is relevant to the damage that has occurred in the survivors’ experience of abuse and
relationship. The tri-phasic model of counseling for trauma survivors originated in the seminal
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text Trauma and Recovery by Judith Herman (1992) and has been adopted and adapted into
evidence-based formats for individual and group modalities (see Harris & Fallot, 2002; Najavits,
2001).
Relational-Cultural Theory Applied in Supervision
Relational models of supervision offer a framework for supporting development and
gatekeeping by attending to the relational components of the working alliance, encouraging
authenticity, providing interpersonal feedback, and fostering a collaborative relationship which
addresses the inherent power dynamics within a supervisory relationship (Friedlander, 2014).
Relational-cultural theory, when applied to supervision, does provide the descriptive examples of
relational work that support growth and connection in both the supervisee and supervisor. Lenz
(2014) describes, through personal experience of supervision, the way in which RCT is utilized
to both foster meaningful connection and growth but also teach supervisees the essential skills
utilized in RCT counseling work. The use of the tenets of the theory to build community and
connection, mutual empathy, and vitality allows for the development of the counselor’s clinical
skills to parallel his or her growth in the supervisory context.
Sommer and Cox (2005) detail a qualitative study investigating the supervisory
experiences of sexual violence counselors. This study used an interpretive approach to analyzing
data, and the authors interviewed counselors about their subjective experience of supervision.
Supervisees spoke of the experiences that were meaningful, the way in which they found those
experiences to be helpful in their growth and development, and the process by which these
experiences played into their understanding and experience of vicarious trauma symptoms. The
four main themes detailed in the Sommer and Cox study (2005) were:
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1)

The need for participants to discuss personal feelings about their work in
supervision.

2)

The importance of addressing vicarious traumatization in supervision.

3)

Helpful qualities of supervision.

4)

Organizational considerations. (p. 125)

While this study did not directly refer to relational-cultural theory, the elements of the
results and the themes present in the interviews’ text highlight the relational constructs of RCT.
Utilizing RCT as a theory to describe the supervisory experiences of these counselors would
provide a framework for the supervision experiences. The authors also state that “participants felt
shortchanged when supervision did not address personal feelings and complex reactions to this
work” (Sommer & Cox, 2005, p. 126). This sentiment of feeling disappointed with the lack of
opportunity for connection is central to the premise of growth-fostering relationship highlighted
in RCT. RCT provides an understanding of relationship that disclosing and sharing genuine
feelings and thoughts provides opportunities for mutual empathy. With mutual empathy comes
an interest in more connection; when dismissiveness is present, we turn away from relationship
and do not seek out future connection (Jordan, 2010). Throughout the counselors’ narratives,
examples of relational-cultural theory in the supervisory setting are present; future studies
providing this type of thematic analysis may provide a better understanding of how relationalcultural theory is experienced in a supervisory context.
Trauma-Informed Care in Supervision
As previously noted, three main developmental areas of need will be present for typical
counselors in the supervisory experience: process issues, developmental issues, and
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personalization issues (Bernard & Goodyear, 2009). Clinical work with survivors of trauma may
produce advanced supervision needs within these three constructs due to the complexity of the
safety, mental health, and systems concerns survivors of violence face on a daily basis. Sommer
(2008) summarizes Pearlman and Saakvitne’s (1995) “trauma-sensitive supervision” (p. 64)
model for clinicians working with trauma survivors, which consists of four unique components:
(1) supervisor knowledge of trauma theories, (2) knowledge of parallel process and conscious
and unconscious treatment implications, (3) strong therapeutic alliance, and (4) attention to
vicarious trauma.
Supervisee Self-Care Needs: The Impact of Trauma Work
Helpers can be impacted in a variety of ways through working with individuals, families,
and communities that have experienced trauma. Often, trauma survivors have experienced
multiple traumatic life events, rooted in relational experiences, throughout their lives. Domestic
violence survivors, for example, are individuals, most often women, who have experienced
verbal, emotional, and/or physical abuse at the hands of their intimate partner. It is critical to
understand domestic violence as a pattern of abusive behavior and actions used by the
perpetrator to maintain power and control within the relationship. Incidents of physical violence
are tactics of abuse, not isolated acts of rage. This conceptualization embodies the empowerment
philosophy of domestic violence counseling and informs feminist beliefs of removing shame and
blame from a victim’s experience. Given the prevalence of victim blaming in popular culture
(e.g., Why didn’t she leave?) or the ongoing casual reference to domestic violence as domestic
dispute (i.e., both people are responsible for his violence), counselors must embody a
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collaborative, empowering position when working with survivors to encourage a corrective
emotional and relational experience (Walker, 2009).
A survivor’s experience has been one of being devalued and dismissed and experiencing
isolation and doubt. As a counselor engages in this level of genuine, authentic, and meaningful
relationship with a client, the client begins to feel a sense of safety and trust and will share
experiences and connect with the counselor in a meaningful way (Baker-Miller & Stiver, 1997).
This connection will lead to growth for the client and hopefully for the counselor; however, also,
the counselor will engage in empathy and connection with someone who has been injured and
hurt. If the counselor is using her or his clinical skills (empathy, genuineness, relational
authenticity) this connection will leave an imprint on her own lived experience, given that it is
impossible to connect with another in their journey of healing and disengage from our own
journey as well. The impact of trauma work can at times be restorative and powerful but it can
also be troubling and challenging, leaving us with vivid images of the violence that permeates
our clients’ and their children’s lives. Given this knowledge and lived experience of trauma
counselors, supervision is critical to supporting domestic violence counselors as they manage the
clinical needs of the population, the development needs of themselves, and the vicarious
symptoms of trauma they may experience.
Skovolt (2001) describes the “caring cycle” that we engage in as individuals in our lives
with one another as we “care for each other, [are] involved, and then separate” (p. 13) and he
describes this cycle of a model for the clinical experience of counselors by stating that “[a]
practitioner’s work mirrors the larger human drama of connection and disconnection between
people” (p. 15). (See Figure 3.) When counselors engage in this “caring cycle” with clients who
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have been injured in relationships, they may face additional roadblocks that are present in this
clinical work. These roadblocks are referred to as vicarious trauma (Pearlman & Saakvitne,

Empathic
Attachment

Felt
Separation

Active
Involvement

Figure 3. Caring cycle.
(Skovolt, 2001, p. 13)
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1995), burnout, compassion fatigue (Figley 1999), or more generally, the impact of trauma
(Arledge & Wolfson, 2001). Just as the individuals who have experienced trauma have their
own needs, the “helpers” also have their own strengths and needs, areas of growth, and personal
and professional goals. In taking the trauma into account in working with survivors, we also
must take the impact of the trauma on the helper into account when considering how we maintain
health, self-care, and overall wellness as counseling professionals.
Burnout
Burnout is the experience of an individual in which he or she is no longer able to carry
out the duties of any specific job responsibilities. Pines and Arnson (1988, 1989, as quoted in
Figley, 1999), called burnout “a state of physical, emotional, and mental exhaustion caused by
long-term involvement in emotionally demanding situations” (p. 15). The individual may be tired
of working in conditions in which they are underpaid or undervalued, they may be exhausted by
the specific duties of the job, or they may find the political elements of their work to be tiresome.
If an individual is burned out in a specific job or place of employment, they may be able to go to
another place of employment or start a new job within the same setting and become reinvested in
the work and be successful. In fact, they may just have been “done” with that specific job
(Migdow, J, personal communication, September 7, 2008).
The concept of burnout can also be connected to a variety of elements of life, not just
specifically focused on the job duties or the direct contact with clients but also the emotional
environment in which one exists. Maslach (1993, 2003) has focused much attention on the
interpersonal dynamics present in the workplace or social environment and the impact that these
dynamics have on one’s ability to feel emotionally connected to one’s professional identity. In
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many instances, workplace settings providing services to trauma survivors are lacking in
competence of trauma-informed policies and procedures. Examples of trauma-informed policies
are as follows: flexible work schedules, varied job duties, adherence to regular and consistent
supervision, opportunities for consultation and collaborative community work, and adherence to
the mission and values of an agency (Arledge & Wolfson, 2001).
Compassion Fatigue
Compassion fatigue refers to the concept that the cost of caring can be exhausting and in
fact that we as helpers can be fatigued through working with others (Beaton & Murphy, 1995).
This is something that can occur in a variety of settings and a variety of helping positions
working with many different clients. Perhaps the duties of the type of work have become too
cumbersome and the individual has a lack of self-care practices in place that lead to the fatigue
described above. Often, after attending to self-care, those individuals may return to the line of
work or find some type of work that embodies the principles of their helping profession but
involves taking on new responsibilities.
Figley (1999) calls for a richer understanding of the ways in which helpers experience
compassion fatigue in order to possibly prevent compassion fatigue from occurring but also to
assist in the care of the clients. In addition, calling attention to the use of empathy as a tool that is
used to work with clients speaks to the ways in which the individual helper will be personally
impacted by the work with clients (Figley, 1999). In order to do this work, counselors must
utilize parts of themselves and will therefore be impacted, both positively and negatively, by the
relational elements of the counseling experience.
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The experience of compassion fatigue can be heightened dependent upon the population
the helper works with and the helper’s individual experiences. Working with children who have
experienced trauma or crisis can heighten the experience of compassion fatigue and can in turn
lead into more intrusive experiences of vicarious trauma (Beaton & Murphy, 1995; Figley,
1995). In similar instances, the personal trauma history of the worker will often become triggered
if similar instances occur in their client population (Arledge & Wolfson, 2001).
Vicarious Trauma
Vicarious trauma is a term specific to the impact of working with trauma survivors. In
instances in which the counselor or clinician is working solely with trauma survivors and has not
taken a preventative approach to managing the emotional, physical, and mental impact of that
work, the individual can begin to experience symptoms of PTSD through the work (Perlman &
Saakvitne, 1995). Perhaps the individual has started distancing themselves from their support
networks or started isolating; perhaps she or he has begun to have difficulty sleeping at night or
has lost interest in hobbies or in other areas of their lives. In many instances, vicarious trauma
occurs because individuals are working in systems that do not address the impact of the work and
do not create environments in which the individuals are able to find community and connection
in regard to trauma work.
The literature regarding vicarious trauma has highlighted some consistent factors that
heighten the negative impact of working with trauma survivors and likely increase the
experience of vicarious trauma (Arledge & Wolfson, 2001). Those factors include those
described in the previous paragraph, such as clinicians working in isolation. Often, if clinicians
are working in settings in which they are by themselves or have little contact with their
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coworkers, cases of vicarious trauma will increase. Also, if clinicians are working solely with
trauma survivors on their caseloads, their experiences may be more difficult. And, this is true for
those clinicians working in settings in which the policies are in contrast with understanding the
impact of trauma work (Arledge & Wolfson, 2001). For example, if a worker is doing crisis
work late one evening and then is expected to be at work the next day for morning group, this
would be an example of policies that do not take into account the flexibility needed for working
with trauma survivors. In addition, the impact can be heightened if the clinician herself doesn’t
understand trauma dynamics or recognize typical presentations of trauma survivors (Arledge &
Wolfson, 2001). Lastly, if the clinician himself is a survivor of trauma he will have ongoing selfcare needs that are important to his ability to work effectively with survivors (van Dernoot
Lipsky, 2009).
Summary
This literature review provided a summary of the current literature in the counseling and
allied health disciplines applicable to trauma, intimate partner violence, the history of the
domestic violence movement, counseling and the implications of counseling trauma survivors,
counseling supervision, and counselor education. In addition, gaps in the literature were
highlighted such as implications for social justice, counselor education, and the need for further
development of a trauma-sensitive supervision model.

CHAPTER 3
METHODOLOGY
The focus of this study was to understand the clinical supervision experiences of
domestic violence counselors. This chapter provides a discussion of the qualitative methodology
used for this research project and, more specifically, the methodology utilized, the role of the
researcher, and the data collection and analysis procedures. Interpretative phenomenological
analysis (Smith, Flower, & Larkin, 2009) will be described as the methodology utilized for this
study.
Research Design
In crafting a research design, the research questions often shape both the design and
methodology. Shweder (1996) describes the fundamental difference between quantitative and
qualitative research design as one of objectivity and subjectivity. Describing quantitative
research, Shweder (1996) states that it is “premised on the notion that the subjective involves
illusions that should be rejected” (p. 177), while qualitative research assumes that the “objective
conception of the real world is partial or incomplete” (p. 178). My research questions focus on
the subjective experience of supervision and the process by which domestic violence counselors
experience supervision. I am defining supervision as a phenomenon to be explored, understood,
and contextualized. Therefore, I have chosen qualitative research design as the appropriate
design for this research project.
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Phenomenology, one method of qualitative research, endeavors to “study the evolving
patterns of meaning making that people develop as they experience a phenomenon over time”
(Schreiber & Asner-Self, 2011, p. 11). The study of meaning making is essential to my research
questions, as I am interested in the meaning and experiences associated with the supervision of
domestic violence counselors.
Interpretative Phenomenological Analysis
Phenomenology is focused on illuminating lived experiences, exploring meaning derived
from those experiences, and providing a vivid description by the participants’ accounts
(Schreiber & Asner-Self, 2011). Due to my interest in counselors’ experiences of supervision
and the way in which the counselors make meaning and reflect on the experiences of
supervision, I will use the design detailed in Smith et al.’s (2009) Interpretative
Phenomenological Analysis. Qualitative research is utilized in instances when a researcher is
interested in unearthing a thick description of lived experience. As previously noted, limited
literature provides theories of qualities of trauma-sensitive supervision (Pearlman & Saakvitne,
1995), and limited information is available highlighting the voices of supervisees about their
supervision experiences (Sommer & Cox, 2005). Qualitative inquiry will provide an avenue for
participants to speak about their experiences of supervision and the meaning associated with
those experiences.
The researcher utilizing interpretative phenomenological analysis is focused on
illuminating how the “participants are trying to make sense of their world, [while] the researcher
is trying to make sense of the participants trying to make sense of their world” (Smith & Osborn,
2003, p. 51). The topic of meaning and supervision is a natural fit with interpretative
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phenomenological analysis due in part to the layered experiences of supervisees as counselor and
supervisee when meeting with their supervisor. The supervisees must consider both their client
and themselves in the supervision session. The supervision experience may have multilayered
opportunities for meaning in both their personal and professional development. Smith et al.
(2009) describe the importance of understanding the day-to-day life experience of the
phenomenon which the researcher is studying. The daily work of domestic violence counselors
includes a variety of job tasks and duties often involving very intense and difficult realities of
violence and abuse. Supervision may be an hour to an hour and a half per week and can be
understood as one method to be utilized for support and guidance during the daily and weekly
job roles of domestic violence counselors. The job of a domestic violence counselor is not like
many others, and the supervision experiences may be similar in format to those of other
counselors, yet the realities of the day-to-day work of these counselors deserves much more
attention than has been given in the professional counseling literature.
Participants
Selection of Participants
Participants were selected through purposive sampling, utilizing snowball-sampling
methods (Schreiber & Asner-Self, 2011). Participants were selected based on specific criteria as
well as availability and willingness to participate in individual interviews, complete a reflective
journal entry, and follow up with any additional questions or clarifications. A total of seven
domestic violence counselors currently working in nonprofit agencies and primarily working
with victims and their children were interviewed. Participants were currently engaged in weekly
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clinical supervision and provided individual and group counseling as well as advocacy services
to survivors. Job duties varied but at a minimum, the following criteria were met.
Participant Criteria
Participants were selected based on the following criteria:
1)

Current employment and/or volunteer domestic violence counseling
experience. The participants provided counseling to survivors of domestic
violence in agencies, community mental health centers, or domestic violence
shelters. Services must be supported through Violence Against Women Act
and/or Victims of Crime Act.

2)

Master’s-level education in counseling or social work and actively working
toward clinical licensure. Counselors were asked to provide the master’s
program of training and additional professional identity descriptors, such as
additional licenses and certifications maintained.

3)

Currently receiving weekly clinical supervision specifically for domestic
violence counseling. The clinical supervisor may have been employed on- or
off-site. In addition, the counselors could have been participating in additional
clinical training, consultation, or supervision; however, they had to have a
regular and consistent weekly clinical supervision relationship.
Recruitment of Participants

Methods utilized for recruitment are detailed in this section. This sample was purposive
and participants were primarily recruited through snowball sampling (Schreiber & Asner-Self,
2011). A description of the study, my contact information, IRB approval information, and
participant requirements were detailed in email communication to all potential referral and
participant populations by the principal investigator. I contacted specific individuals in
leadership positions at area domestic violence agencies and provided the previously mentioned
information about the study. I then asked these individuals to forward my information, the
description of the study, IRB approval, and participant requirements to all domestic violence
counselors currently working in the agency. Interested participants emailed or called me in
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response to the email communication. After speaking to the interested participants, I asked if
they had any additional colleagues whom they would consider referring to me to participate in
the research study. In addition to the direct recruitment methods I used with specific individuals
in leadership positions, I also reached out to regional and state organizations to post information
about the study on their regular methods of communication with membership organizations. A
total of seven participants reached out to me through these methods. All participants who
contacted me participated in the study. Each participant worked at a different agency in the state
of Illinois.
Data Collection Procedures
The data collection process began with an initial email or phone correspondence to
schedule our first interview and answer any questions about the study participation requirements.
I provided all informed consent paperwork via email prior to the day of the initial interview.
After the initial interviews, I asked participants to write one reflective journal entry the following
week after their supervision session. These questions were provided via email in prompt format
and returned via email. After transcribing the initial interview, I provided the transcription as
well as emerging themes to the two participants who agreed to a member check interview via
email. I met with one participant again in person and the second participant via phone call. We
discussed any comments or reactions they had to their interview and the emerging themes during
the member check interview.
Initial Semi-Structured Interviews
All initial interviews were conducted in person. An interview protocol was utilized to
conduct the initial interview (see Appendix). The interview was audio-recorded and a
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transcription service was used to transcribe the interviews. The initial interview focused on the
experience of domestic violence counseling and the experience of clinical supervision. Questions
were crafted so as to contextualize how the participant came to work in the domestic violence
counseling field, her approach to counseling and advocacy, and her experience of supervision.
Questions such as “What brought you to the field of domestic violence counseling?” and “In
what ways have you been personally affected by your work with survivors?” provided context to
the counselor’s history and experience in the field. Questions such as “How do you experience
support in your work?” and “How would you describe your relationship with your supervisor?”
provided opportunities for the counselor to illuminate her experience of supervision. The full list
of interview questions can be found in the Appendix. In addition, during the interview, I took
field notes regarding the agency setting and environment as well as my initial reactions to the
interview and the surroundings.
Reflective Journal Entry
Participants wrote about their current experience of supervision within one week
following our interview. During the interviews, participants reflected on their supervision
experience through dialogue. Given the heightened attention to the supervision experience in
response to our interview, I was interested in the counselors’ immediate reflection after their next
supervisory session. Two questions were provided to counselors to guide their reflection;
however, participants could share whatever they chose in response to the supervision session.
The questions were: “How did you experience support in this supervision session?” and “Please
share any reflections on how this supervision session informed your developmental or selfcare needs.” The reflective journals were utilized as a second source of data and were included
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in the transcriptions for feedback and follow-up with the two participants who completed a
member check interview.
Member Check Interviews
During the initial interview, all participants were asked of their interest in participating in
a second interview, and all responded in the affirmative. All 7 participants received their
transcripts emailed to them with an invitation to provide feedback and participate in a member
check interview. Two participants completed member check interviews, one in person and one
over the phone. In addition to their transcript, each participant was provided with the emerging
themes from the data analysis process. Participants were encouraged to share their initial
reactions to the themes and discuss in further detail any responses regarding accuracy of the
themes presented. In addition, participants were asked to expand on their understanding of the
themes and provide feedback regarding their similarities or differences in terms of the themes as
presented.
Data Analysis Procedures
The data analysis consisted of thematic analysis and “theming the data.” Interpretative
phenomenological analysis was utilized as a means to interpret and theme the data. In addition to
the first-round coding and development of themes from the data, descriptive notes of the
interviews were kept separate from the transcripts. I utilized a visual guide that I created as the
themes emerged and I continually wrote reflective journals regarding my own previous
experiences as a domestic violence counselor and my reactions to the interviews.
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Immersion Into the Data and First-Round Coding
Braun and Clark (2006) refer to thematic analysis as a “foundational method for
qualitative analysis” and as I began the initial process of analysis of my data, I utilized thematic
analysis as a way to draw from “themes across data sets” (p. 80). Given that members
participated in an initial interview, then a reflective journal, and then for some a member check
interview reviewing the transcript, having a method to draw out themes across the data sources
was valuable to my process of making conclusions. The data analysis process was ongoing
throughout the collection process and after completion. During the interviews, I had an
opportunity to check out the themes that were developing with new participants and assure
accuracy in the information I was coding. Initial noting was utilized in the margins of the
transcripts in an attempt to create a “comprehensive and detailed set of notes and comments on
the data” (Smith et al., 2009, p. 83). Smith et al. (2009) describe descriptive, linguistic, and
conceptual comments as methods of organizing notes and data through first-round coding with
an emphasis on contextualization and elaboration of the data.
Emergent Themes and Second-Round Coding
After the first few initial rounds of reading and coding, it is appropriate to move on to
second-round coding and development of emergent themes. The data was now larger in size due
to the first-round coding and descriptive noting (Smith et al., 2009) and I began a process of
organizing the data into broader themes that eventually developed into conclusions. The process
involved utilizing the initial data, the codes developed, and notes to describe in a more concise
manner the essential themes of the interviews.
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Themes Across Participants
As a result of the step-by-step process of reading, noting, and rounds of coding, themes
emerged from the data and from my interpretation of the data. These themes were apparent
across participants. Through the use of visual representations such as diagrams I was able to
create based on the data, I developed conclusions about the experience of supervision for these
domestic violence counselors. Essential to the process of interpretative phenomenological
analysis is the unity of the participants’ language and researcher interpretations (Smith et al.,
2009) that merge to develop final conclusions.
Member Checks
During the data collection process, I had an opportunity to check out the themes that were
developing with the participants and assure accuracy in the information I was coding. In addition
to the ongoing discussion with each new participant, I was able to provide all seven of the
participants with their transcript and invite those interested in participating in a member check
interview. I provided these participants with the emerging themes in narrative form, which
included quotes from participants as well as my interpretations, and asked for feedback from
these participants regarding their reactions and thoughts about the emerging themes.
Role of the Researcher
As a previous domestic violence counselor and a current clinical supervisor, I am a
researcher with personal experience and investment in developing best practices in the field of
domestic violence supervision.
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Trustworthiness
Given my experience of domestic violence counseling, it was essential for me to share
my experience with the participants on a limited basis. In my initial discussion with the
participants prior to our first interview, I briefly described my background as a counselor,
doctoral student, and supervisee. I also described the goals of the study and my interest in
illuminating their experience of supervision with the intention of developing trauma-informed
supervision practices and training of new counselors and supervisors. I also had opportunities for
questions at the end of the interview process regarding next steps with the study and any
questions about my experiences. Lastly, I attempted to respond in a timely and professional
manner to any involvement in the study and future professional needs.
Validity Concerns
Throughout the time period of collecting data, completing the interviews, and
transcribing the data, I kept reflective journal entries detailing my personal reactions to the data
and the stories of the counselors. Maintaining reflective memos and journals allowed me to
minimize the amount of researcher bias and reactivity given my direct experience and insider
knowledge of the domestic violence field (Maxwell, 2013). In addition, to ensure the findings are
accurate to others’ experiences, the use of member check interviews was a critical factor in
addressing concerns of validity (Maxwell, 2013).
Summary
This chapter highlighted the methodology of this research project. Interpretative
phenomenological analysis (Smith, Flowers, & Larkin, 2009) was chosen due to the types of
research questions I used, its unique history in the field of psychology, and its appropriate fit for
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the qualitative design. To carry out my research, I conducted interviews with domestic violence
counselors about their supervisory experiences, transcribed the data and identified themes, and
drew conclusions regarding the research questions. The next chapter presents the study’s
findings, composed of themes and categories developed from the data and my interpretation of
the participants’ experiences.

CHAPTER 4
PARTICIPANTS
Introduction
The results of the study are presented in descriptive and analytical findings. In this
chapter, the seven participants are introduced as the descriptive findings. Each participant is
described in detail regarding her basic demographic information and work history, interest in the
field of domestic violence, and general supervision experiences. For the sake of confidentiality,
participant names have been changed.
Descriptive Findings
Introduction to the Participants
A total of seven participants, all women, were contributors to this study. Table 1 provides
an overview of the participants. All participants were in job roles as domestic violence
counselors. All were master’s-level trained professional counselors or social workers and were in
the process of earning clinical hours toward independent professional licensure. Participants
ranged in age from 25–52. Four women identified as White, one as Latina, one as Indian, and
one did not self-identify. All seven participants worked full-time in agency settings offering free
services to victims of domestic violence and their children. While all seven participants were
domestic violence counselors, four had educational backgrounds in professional counseling and
three in social work, indicating a difference in master’s-level training and professional affiliation
status.
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Table 1
Overview of Participants

Name

Age

Gender

Abby

27

Woman

Racial/Ethnic
Identity
White

Arianna

26

Woman

Indian/Gujarati

Catherine

52

Woman

White

Carolina

31

Woman

White/Latina

Hannah

31

Woman

White

Megan

25

Woman

Did not identify

Susan

32

Woman

White

Educational Background Years in
DV Work
BA: Sociology & Spanish 3 years
MA: Social Work
BA: Psychology
3.5 years
MA: Counseling
Psychology
BA: Psychology
3 years
MA: Counseling
BA: Psychology
1.5 years
MA: Counseling
Psychology
BA: English
5 years
MA: Social Work
BA: Sociology
2 years
MA: Social Work
BA: Peace, Conflict &
3.5 years
Global Studies
MA: Counseling
Psychology

When defining their professional identities, all seven participants self-identified with the
term “domestic violence counselor” and six of the seven self-identified with the term “domestic
violence advocate.” While six identified with the term advocate, all seven participants discussed
the role of advocacy in their work roles. Five of the seven participants maintained the Certified
Domestic Violence Professional credential, a state-level credential that involves a number of
years working in an agency supervised by a certified professional, training requirements, and
completion of an exam. Four of the seven participants maintained the initial clinical professional
licensure level in the state, which requires clinical counseling work to be supervised by an
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independently licensed professional. One participant had just completed the testing and licensing
process and obtained her LCPC (licensed clinical professional counselor) certification. The range
of work and volunteer experience in the field of domestic violence advocacy work ranged from
one and a half years to five years, with the average being three years. In addition to the role of
domestic violence counselor, other previous roles held by participants included residential
advocate, legal advocate, counseling intern, and volunteer.
As discussed in Chapter 2, domestic violence counseling services are provided in agency
and community organizations, often funded through grant, state, and federal funding (i.e.,
Violence against Women Act [VAWA] and Victims of Crime Act [VOCA]). Domestic violence
counselors typically provide individual and group counseling, advocacy, and psychoeducation
regarding power and control dynamics and cycle of abuse (see discussion of the Duluth model in
Chapter 2). While services may broadly be described within these modalities, the integration of
clinical models of counseling (i.e., evidence-based models of trauma treatment) are offered by
some domestic violence counseling programs when clinical supervision and clinical approaches
are used to guide service delivery. Little information is known globally about the integration of
clinical approaches in domestic violence counseling programs across the country (see discussion
in Chapter 2). In this study, all participants provided individual and group counseling, advocacy,
and case management services.
While all seven of the participants were licensed at an initial license (LPC or LSW) level,
only two counselors had clinical supervisors who also served as administrative supervisors. One
participant had a clinical supervisor employed at the agency as her direct supervisor, but after
that person left the position, no one was rehired due to budget constraints. Four participants
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received clinical supervision from a supervisor hired as a consultant, either by the agency or by
the supervisee directly, and one participant received clinical supervision from a supervisor within
a different program in the agency. All of the participants were primarily receiving clinical
supervision for the purpose of obtaining postgraduate supervised hours to apply for and obtain a
clinical license (i.e., licensed clinical professional counselor [LCPC] or licensed clinical social
worker [LCSW]). The five participants who did not have a direct clinical supervisor as an
employee at the agency would likely discontinue weekly clinical supervision of services once
licensure hours had been accumulated.
Individual Participants
Megan
Basic Demographic Information and Work Experience
Megan is a 25-year-old domestic violence counselor providing services to survivors and
their children in an agency setting. She considers herself a domestic violence counselor and a
domestic violence advocate as well as a professional social worker. In addition to her
professional license, Megan maintains the Domestic Violence Professional certification, a
certification provided through the state professional domestic violence collaborative. Megan has
worked and volunteered in the field of domestic violence work for two years, first as a
counseling intern and then as a staff counselor. Megan described her job role as a counselor “to
support, help safety plan, and help validate the experiences of people who are impacted by
domestic violence whether they be adults, adolescents or kids.” Megan provided this support
through individual and group counseling as well as case management and advocacy by
approaching her work from a “strengths-based, empowerment, [and] client centered approach.”
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Interest in Domestic Violence Counseling
Megan described her interest in domestic violence work as having both personal and
professional meaning. She explained that she felt connected to the issue of domestic violence
when she was a teen, stating,
there was a social justice project ... and I picked child abuse and domestic violence
because ... I didn’t understand why people and their families would hurt each other and so
that was my first inkling into this world. And as I learned more, especially in college
taking classes and then grad school this definitely led me to the path of “you can do
something about this problem that you don’t understand....”
Megan explained that because of her professional development and supervision experiences she
connected how this issue played an important role in her personal development and life
experiences, stating, “It [supervision] helped me reflect ... that yes, domestic violence actually
did exist in my family; I just didn’t know that’s what it was called.... And I’ve been sharing this
with my family. I think this is an experience for all of us.”
Supervision Experience
Megan receives weekly clinical supervision from her direct clinical and administrative
supervisor and is working on clinical hours toward licensure. Megan has received supervision
from the same person throughout her internship and employment, which totaled two years at the
time of the interview. In addition to individual supervision, she participates in a weekly clinical
meeting that she considers peer supervision, as well as a monthly clinical consultation in childparent psychotherapy, a clinical modality used in the program’s work with families. Megan
stated her passion for her work and the importance of clinical supervision, saying, “I don’t know
if you can tell but I really like supervision” and expanded on the personal impact that domestic
violence counseling has on a counselor as well as the importance of reflecting on the thoughts
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and feelings she experienced while providing counseling to vulnerable populations. She said, “In
this field in particular you have to check in with your personal self and you need a professional
to help you do that.” She further described how she experiences the impact of the counseling
work by saying, “You have to understand what’s going on in your personal self to provide this
service because it is so incredibly intimate and it’s gonna bring up some stuff in you and if you
didn’t check out that stuff it’s gonna affect your relationship with your client.” Throughout the
interview, Megan described her thoughts and feelings about the impact of domestic violence
counseling, which will be discussed in Chapter 5. Megan described her supervision experiences
as supporting her personal needs, such as attending to the self-care needs as a result of providing
domestic violence counseling, and her professional needs as a developing counselor, such as
clinical skill development and conceptualization skills.
Hannah
Basic Demographic Information and Work Experience
Hannah is a 31-year-old professional social worker who also maintains certifications in
sensorimotor psychotherapy, anger management specialist level 2, and certification in case
management. Hannah worked as a manager of safety-net programs in a social service agency.
Domestic violence counseling and supervision was roughly 30-40% of her job duties. Other job
duties included administrative reports and grant writing, program management, and program
development, as well as general advocacy for clients regarding emergency safety-net services.
Hannah identified as a professional social worker, domestic violence counselor, and a domestic
violence advocate. She had spent a total of 5 years working and volunteering in the field of
domestic violence counseling and advocacy. Hannah described her role as providing support to
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individuals and families in need of social services in the community, providing direct counseling
services, advocacy for clients, and supervision of staff and interns.
Interest in Domestic Violence Counseling
Hannah described a personal commitment to the field of domestic violence work. This
commitment was one that she was aware developed early in her career working in child welfare
advocacy work and understanding the overlap between child endangerment and abuse of
mothers. She said, “I encountered a lot of domestic violence as a child protection worker in
England and I saw that the way that they were being dealt with in the system was pretty unfair. A
lot of the, you know, failure-to-protect crap.” She understood that in many instances mothers
were being held responsible for endangering the lives of their children due to the actions of the
abusive father towards the mother. Throughout these experiences she realized that many abuse
survivors were blamed for the actions of their abusers and held responsible in child protection
courts for the abuse that the father or partner perpetrated. In addition, Hannah described a
passion for trauma counseling by saying, “I’m really interested in, like, trauma and attachment
and so that kind of marries into domestic violence ... it’s, I think, just an issue I’m passionate
about.” For Hannah, trauma work and child protection are two areas of advocacy and clinical
work that she has focused on in her professional career and she has found that the area of
domestic violence counseling allows her provide both advocacy and clinical services to the
population of trauma survivors and their children.
Supervision Experience
Hannah experienced a range of clinical supervision experiences in her setting. Given that
she did not have a licensed supervisor on site, she found herself seeking support outside of the
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agency where she worked. She also described some of the unique aspects of domestic violence
counseling as being a different service than trauma therapy. This topic is one that Hannah is
particularly knowledgeable about based on the structure of the agency and services provided. As
Hannah oversees emergency safety-net services and crisis intervention services, her clients are
often in need of advocacy and information in order to secure housing, employment, or legal
protection. Longer-term counseling and therapy typically require a regular weekly commitment
from the client, for which Hannah’s clients may be unable to attend consistently due to the
emergency nature of their living and relationship situations. She discussed this difference in
services as well as supervision experiences by saying,
I think that domestic violence counseling is viewed very differently from therapy. I don’t
think that the supervision is as clinical sometimes. For example, I don’t have anybody
with -- there’s no LCSW who works here. So I’ve had to contract for outside supervision.
Her supervision in agency settings may be more specific to the emergency and crisis
needs as well as administrative requirements rather than have a clinical focus (see discussion in
Chapter 2 regarding differences between clinical supervision and administrative supervision). In
detailing some of the differences between her clinical supervision and the supervision provided
from within her agency, she stated,
I have had varying supervision experiences. One supervisor didn’t know a lot about
domestic violence and my other one [who was external from the agency] was fantastic
because she’s a trauma counselor and knows a lot about domestic violence. But, of
course, she approaches it like trauma therapy as well.
While Hannah experienced a great deal of support and growth through her clinical supervision
with a trauma therapist, she was also aware of the unique emergency needs of her clients and at
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times their inability to participate fully in trauma therapy due to the crisis nature of their current
living situation.
When asked to expand further on the differences between domestic violence counseling
and trauma therapy, Hannah stated, “I actually had a supervisor [who] printed out the definition
of domestic violence counseling versus therapeutic counseling for me ... domestic violence
counseling is supposed to just focus on sort of psychoeducation and safety and empowerment
whereas, you know, therapy is so much more than that.” In therapy, specifically trauma-focused
therapy, Hannah described the approach a counselor uses by saying, “You’re getting into trauma
symptoms and people’s childhood and their relationships and, importantly, it’s also provided by
a licensed person.” Hannah explained that she was able to integrate more therapeutic techniques
into her work with domestic violence survivors given her training and supervision experiences
by saying, “since I have a clinical supervisor I can do a little bit more therapeutic work and I
think that domestic violence survivors really benefit from that approach but a lot of times the
chaos of what’s going on” would inhibit their abilities to stay engaged and active in a traditional
therapeutic process of meeting weekly and working on developing new coping skills for
managing adaptive symptoms of trauma experiences.
Arianna
Basic Demographic Information and Work Experience
Arianna is a 26-year-old Indian-American domestic violence counselor working at an
agency that provides services primarily to an immigrant population. She identifies herself as a
professional counselor, a domestic violence counselor, and a domestic violence advocate.
Arianna maintains the Domestic Violence Professional certification and has worked in the
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domestic violence field as a counselor for 3 and a half years beginning as an intern and then
continuing as a staff counselor. Arianna described her counseling work as supporting clients
from both the residential and non-residential programs and providing a range of counseling, case
management, and advocacy services for those clients.
Interest in Domestic Violence Counseling
Arianna described her commitment to the field and the issue as one that was personal (her
emotional experiences, passion for survivors, and desire to help others in the world) as well as
professional (clinical work, skill development, and professional identity). Arianna revealed that
she has family members who are survivors of domestic violence and she felt that working in this
field would help her better understand the dynamics of abuse that her family members
experienced. In addition, Arianna commented that through this work she would be able to be an
advocate in her culture and community for anti-violence work. Later, in the member check
interview, she expanded on how her ethnic identity informs her commitment to the immigrant
population with whom she works. Arianna’s ethnic identity is Indian, specifically Gujarati, and
she works at an agency which is specifically focused on supporting Southeast Asian survivors of
domestic violence as well as immigrant populations from Africa and the Middle East. Arianna
described the experiences she has had in understanding how her ethnic identity informs her
clinical work with clients of similar ethnic identities. She described the uniqueness of this
experience and the ways in which at times clients feel a bond and connection with her because of
their shared identity. While the shared identity may support clients, Arianna described the
complex feelings she has regarding her ethnic identity being known and integrated into the
clinical relationship with her clients. Arianna described this complex experience by saying,
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“Sometimes, being similar to the client helps the client. But at the same time I think it also
affects the counselor too in certain ways.” Arianna described this example as a unique personal
impact of domestic violence counseling she experiences with clients who share similar ethnic
identity as she does.
Supervision Experience
Arianna receives weekly clinical supervision from a consultant supervisor who is not
employed by her organization. Arianna does have an administrative supervisor who is also in the
role of counselor; however, that person does not maintain the clinical license necessary to
supervise Arianna for licensure credit. She described her clinical supervision experiences as
critical to her ability to maintain employment as a domestic violence counselor. When asked to
better define the critical nature of supervision, Arianna described the challenges that agencies
experience based on funding and limited resources, the intense crisis situations that many clients
experience and the unique elements of immigration and language barriers, as well as the personal
impact of domestic violence counseling.
For Arianna, clinical supervision often provided her a space to reflect upon the needs of
the population and the stress in the work but also allowed her to refocus her energy on her
clinical skill development, something that was important to her in her role as a professional
counselor and an important goal of the supervision experience. Here she speaks to the value
those experiences have in helping her in her own development:
So I’ve been helped in a way that, you know, I’m kind of younger and I know that I have
a long way to go for certain things and I know my supervisors have helped me in the past;
they are there and I can reach out to them....Supervision has been like -- it’s been the
piece that has been holding me to this work, to kind of continue going and really process
the clients and know what I’m doing in terms of how to help them.
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This critical component, supervision, has been “holding her” in a manner that continued to
support her to provide these counseling services and work with a high needs population in a high
stress environment.
Carolina
Basic Demographic Information and Work Experience
Carolina is a 31-year-old domestic violence counselor and professional counselor
providing counseling to survivors and their children as well as advocacy and parent education.
Carolina has worked in the domestic violence field for roughly one and a half years, beginning as
an intern, and now a staff counselor. Carolina receives weekly clinical supervision from a
clinical supervisor in the agency and she receives supervision from her administrative supervisor,
also clinically licensed, twice a month. In addition to her identity as a professional counselor, she
identifies as a domestic violence counselor and domestic violence advocate. Carolina works as a
bilingual counselor, providing support to women and their children through individual
counseling and family counseling. She also supports clients in areas of advocacy and provides
parenting education to the parents of the children clients. All of the child clients have witnessed
abuse in their homes and several of the families are involved with the Department of Child and
Family Services.
Interest in Domestic Violence Counseling
Carolina described a personal interest of being an advocate that motivates her in her
work. This sense of advocacy and commitment began in her internship experience when she was
working with families in crisis; she said, “seeing all these people and their children struggling...

76
with a parent ... that is hurting the whole family.” This experience of bearing witness to families
in crisis was one that triggered her in ways that were hard for her to express in language. She
described it with a sense of awe that such abuse occurs and violence is present in the home:
“seeing, you know, how they are struggling...and the conditions; I was like, wow, I didn’t
know.” This newfound knowledge led to a commitment to support families in crisis and led
Carolina to her current role as a children’s counselor. Carolina primarily works with Spanishspeaking families and herself is an immigrant to the U.S. She discussed throughout the interview
her interest in providing culturally competent services and specifically supporting immigrant
populations.
Supervision Experience
Carolina’s supervision experiences have been provided by licensed counselors and
licensed social workers employed at the agency. In addition to formal supervision, she also has a
mentor on-site who provides support and consultation. Carolina described how she enjoys having
two clinical supervisors and gains support from both as well as different perspectives based upon
their training disciplines. She detailed,
I like that I have a perspective from a counselor and then from a social worker because I
can tell like some, you know, like, the Social Worker is kind of seeing the outside
environment where my client is ... and maybe the Clinical Supervisor is going more ...
like the psychological dynamics or the family dynamics.
In addition to individual supervision she also participates in peer consultation on a regular basis.
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Catherine
Basic Demographic Information and Work Experience
Catherine is a 52-year-old domestic violence counselor and professional counselor
working with survivors of domestic violence and trauma at an anti-violence social services
agency. In addition to her professional counseling identity, she identifies as a domestic violence
counselor and domestic violence advocate. She has worked in the field for three years, beginning
with her internship, and currently works ten hours per week as a staff child trauma counselor and
30 hours per week as a domestic violence counselor.
Catherine’s position as a domestic violence counselor is specific to crisis work, case
management, psychoeducation, and advocacy. Catherine receives clinical supervision for her
counseling work; however, the nature of the work is shorter term and crisis-specific. Similar to
Hannah’s experience of working with clients in crisis populations, Catherine described the
differences between domestic violence counseling and trauma therapy by saying that domestic
violence counseling services are “more of case management. It’s obviously not therapy....It’s
giving them the education, connecting with resources ... we do not get into talking about the past,
connecting it to their current situation, that sort of thing.” While this difference is similar in
scope to Hannah’s experience, Hannah was able to expand her work with clients in crisis to
provide more therapeutic interventions based on her supervision and status as supervisor of
programs in the agency, whereas Catherine was not able to expand her services to offer therapy
once clients were in less of a crisis situation. She further clarified the informed consent process
she uses by informing clients of her role as an advocate and counselor but not a therapist.
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Catherine often refers clients to therapy services, in the same agency, once they are no longer in
an emergency crisis situation.
Interest in Domestic Violence Counseling
Catherine has a strong personal interest in working with survivors of violence and
specifically supporting clients who experience PTSD. She began her work at the agency initially
interning in the sexual assault program, providing counseling and advocacy, and later shifted to
the domestic violence program once she graduated. This interest was a passion that she
developed in her graduate training and continues to find a sense of meaning in the work that she
does, both for herself personally but also for the broader anti-violence movement. Catherine
described counseling work with survivors as bringing meaning to her own life and her role as a
professional. She always wanted to be in a role to support others in need and has found the
experiences working with survivors to be ones that have enriched her life and bring her to a
better understanding about dynamics of power and control that are present throughout
relationships.
Supervision Experience
Catherine’s experiences of clinical supervision have been with the same supervisor
during her internship and current staff positions. She receives weekly supervision from a
supervising therapist in the therapy program of her agency. Within the emergency domestic
violence services, she receives administrative supervision as well as support with referral and
crisis management needs. Catherine described supervision as critical to her well-being by saying
that she values the support and care that her supervisor has provided to her in her professional
development as a counselor: “She [her supervisor] is just so beneficial to me and she’s extremely
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supportive. But I value her knowledge and her guidance in so many ways. So she’s just been
extraordinary.” In addition to feeling supported by her supervisor, Catherine explained how her
supervisor has gone above and beyond her work responsibilities to supervise Catherine in order
to help her move forward with her clinical license, saying, “she also took me on so that I could
continue ... so that I could go take my exam for the LCPC.” This was an important point for
Catherine, since other counselors in her department don’t receive clinical supervision for the
domestic violence counseling role, and one that she felt gratitude toward her supervisor for.
Susan
Basic Demographic Information and Work Experience
Susan is a 32-year-old professional counselor who recently obtained her clinical license.
In addition to the LCPC license, she maintains the Domestic Violence Professional certification
and identifies as a domestic violence counselor. Susan has worked in the anti-violence field for
three and half years, spending one year as an intern in domestic violence counseling, one and a
half years in a domestic violence counselor role, and the past six months in a sexual assault
counselor role. Her internship experience was at a different agency than her current employment;
however, both domestic violence counselor and sexual assault counselor roles have been at the
same agency that provides services to domestic violence and sexual assault survivors.
Susan noted that while the presenting needs of clients who have experienced sexual
assault or domestic violence may differ, she often utilizes similar interventions and approaches in
her work. These similarities that Susan described are consistent with the typical
psychoeducational topics offered in domestic violence counseling programs and are consistent
with the Duluth model of domestic violence counseling (see Chapter 2 for full description).
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Susan stated, “I often go over things like violence and power and control ... maybe they’ve
experienced, like, emotional abuse or something like that in relationships but they’re seeking
counseling for a sexual assault, from a different context.” Susan understands that it is important
to have knowledge of trauma as a factor that informs future relationships in survivors’ lives and
can be understood through the broader context of a feminist lens for counseling survivors of
gender-based violence. In addition to individual and group counseling, Susan provides advocacy
and case management on an as-needed basis for her current clients and she also provides
emergency on-call services for the county hospitals on a rotation basis within the agency.
Interest in Domestic Violence Counseling
Susan enrolled in her master’s program specifically to learn about trauma and work with
survivors. She completed an undergraduate degree focused on peace, conflict, and global studies
and spent some time abroad volunteering with survivors of war. She continues to be motivated to
work with trauma survivors and support them in the healing process. She stated that her interest
lies in working with refugee populations but knew that opportunities in her education and
training were limited for refugee work. In order to work with trauma survivors, she found
opportunities in domestic violence and sexual assault agencies, stating, “mostly it was like I just
wanted to work with trauma and this was the main field to get into to solidify [my knowledge in]
trauma work.” Given that the experiences of trauma for women are often situated in intimate
relationships and families of origin (see discussion in Chapter 2), Susan chose to work with
trauma survivors in agency settings supporting victims of sexual assault and domestic violence.
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Supervision Experience
Susan received a variety of clinical supervision experiences during her employment as a
counselor. While a domestic violence counselor, she received clinical supervision from her direct
clinical and administrative supervisor, but, during the time of the interview, a contract supervisor
provided her clinical supervision due lack of employment of someone in the clinical supervisor
position. At the time of the interview she had recently obtained her clinical licensure and would
be moving to participation in twice-monthly supervision with a contracted supervisor. Susan
described her experience in supervision as one that helped her manage the stressors of her role as
a domestic violence counselor, expressing, “for me, like, that was a big thing in supervision to,
like, sort of process and deal with my own frustrations with that ... getting some perspective on
what’s happening with the client and how to try to stop the transference that I’m having at the
time.” Susan described these experiences of countertransference as reactions she had to the level
of client emergency need and challenges the clients had in crisis situations. Often times, she
would utilize supervision for support for herself in managing her frustrations with the ongoing
crisis needs of the population whom she was supporting.
While Susan experienced support for her personal reactions and attending to her selfcare, she expressed a lack of support in developing specific clinical skills and interventions that
would further her professional development. Here Susan explains the lack of clinical skill
development she experienced in supervision and her interest in receiving more of this type of
support: “I feel like one of the things that I didn’t get a lot of support with was some of those,
like, specific therapeutic techniques that I would’ve like[d] to get.” This lack of clinical skill
development continued to be a challenge for Susan, given the emergency demands of the client
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population and her struggle with how to support individuals in a crisis that seemed to overwhelm
their typical coping strategies. She moved into the sexual assault counselor role primarily
because she was able to work with clients for longer periods of time, to utilize clinical
interventions that were less crisis based, and because she had opportunities to focus primarily on
therapeutic interventions in treatment.
Abby
Basic Demographic Information and Work Experience
Abby is a 27-year-old domestic violence counselor and maintains a domestic violence
certification. She is a professional social worker and identifies as a domestic violence counselor
and a domestic violence advocate. She has worked in the field of domestic violence for three
years, working as a counselor for the past year and a half and a legal advocate prior to that. She
completed an internship in child trauma therapy work, where she first was exposed to domestic
violence dynamics. She provides individual and group counseling and also provides advocacy
and case management on an as-needed basis.
Interest in Domestic Violence Counseling
Abby described an interest in trauma work and anti-violence work specifically due to her
understanding of how early childhood trauma affects adult development of healthy relationships.
Abby described this knowledge by saying,
My interest primarily lies in trauma-based work, trauma therapy. I had done a lot of
prison reentry work for women in college and after college ... so in prison work a lot of
what I was seeing was everything comes back to trauma. Like, everything comes back to
early experiences of trauma and attachment and neglect and things like that.
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In addition, she discussed the ways in which she appreciated supporting survivors in counseling
because she felt that she could work with survivors on useful skills to cope with the day-to-day
stresses they experience. Rather than broader psychotherapy that may focus on more insightbased approaches, Abby felt that her work with survivors was grounded in their everyday
experience. Here she summarizes this idea by saying, “I like doing trauma work because it just
feels so, like, tangibly useful.” She described a commitment to the population with whom she
works and a supportive agency setting in which she has found a community of advocates and
activists.
Supervision Experience
Abby’s experiences of clinical supervision have been contracted off-site from her agency.
At the current agency, she does not have a clinical supervisor. However, Abby does experience
her administrative supervisor as supportive and helpful in areas of advocacy for her clients due to
the supervisor’s knowledge of domestic violence and areas of advocacy, saying, “She is pretty
transparent about her thoughts and feelings of frustrations in the field and frustrations with the
criminal justice system and family court and stuff like that.” Having this type of support from a
veteran advocate allows Abby to learn about other resources that may help her advocate for the
needs of her clients.
Abby has worked with two different supervisors for clinical supervision in the past year
and a half. She shifted to a new supervisor once she realized that she was not obtaining the type
of support she was wanting from her first supervisor. Abby described her first clinical supervisor
as limited in her ability to understand the crisis needs of the client population she works with
(“She works with a lot of clients who are very well resourced”); this created challenges in terms
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of their perspectives on working with clients who are in crisis and have multiple needs which
may inhibit their ability to engage in traditional trauma therapy. In addition, Abby’s experience
of working with her first supervisor was one that often felt critical and lacked a sense of support
for her current developmental needs. She said, “I got the sense that my first clinical supervisor
was trying a lot of times to, like, think through ways in which we could overhaul the system,
which didn’t necessarily fit the need of what I was asking for ... from week to week I need to
figure out what different skills [I can use with clients].”
Abby described her current supervisor as a critical component of her ability to develop as
a counselor and learn new ways to intervene with clients in a clinical setting while still
addressing the crisis and complex needs of her client population. Abby described this difference
by saying that, given that her current supervisor also works in an agency setting primarily
supporting children who have experienced trauma, she “gets [the crisis nature of the work] a lot
more.” Her supervisor now also understands the systems that clients are often embedded in, such
as Department of Child and Family Services, public housing, or other public benefits, and can
empathize with the barriers clients experience in working toward finding safety for themselves
and their children. In addition to clinical supervision, Abby maintains consultation with her peers
in the agency on a regular basis.
Summary
This chapter has provided an overview of the participant demographics and descriptive
information regarding professional identity, job duties, and interest in domestic violence work.
Seven domestic violence counselors participated in this study; two of those participants took part
in member check interviews. All participants are master’s-level trained and receiving clinical
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supervision to support their application toward clinical licensure. In addition to individual and
group counseling, all participants engaged in some level of advocacy work for their individual
clients or the agencies more broadly, such as education and training sessions or workshops. All
identified as advocates in their roles and described the unique needs and experiences they have
as domestic violence counselors in nonprofit agency settings.

CHAPTER 5
ANALYTICAL FINDINGS

The purpose of this study was to understand the supervision experiences of domestic
violence counselors. This chapter details findings across participant data sources, which included
in-person interviews, reflective journals, and member check interviews. The findings are
organized in this chapter first by the research questions, then by theme, and finally by categories
within those themes. The research questions guiding the data collection were:
1. How do these domestic violence counselors experience clinical supervision?
2. How do these domestic violence counselors experience the relationship with their clinical
supervisor?
3. How do these participants utilize supervision to meet their developmental and self-care
needs?
Table 2 details the research question, the main themes, and the categories within each theme.
Research Question 1: How do these domestic violence
counselors experience clinical supervision?
This research question was intended to foster an understanding of the experiences of
clinical supervision from the voices of domestic violence counselors themselves. Throughout the
semi-structured interviews, the reflective journals, and the member check interviews, the
participants described their experiences of their work, their development, and their experiences
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Table 2
Research Question Themes and Categories
Research Question

Theme

Categories

Experience of clinical
supervision

Personal Development

Passion
Personal Experience with DV
Advocacy Role
Feminist Perspective

Experience of the relationship
with their clinical supervisor

Growth-Fostering

Privilege
Special
Valued
Mattering

Safety

Authentic
Seen and Known

Utilization of supervision to
meet their developmental and
self-care needs

Professional Development Career Development
Development of a Theoretical
Orientation
Clinical Development

Mental Health Needs of Survivors
Clinical Work in Crisis

Impact of DV work

Sense of Injustice
Frustration and Sadness
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of supervision. Throughout many of the interviews the domestic violence counselors described
ways in which they found meaning within the clinical supervision experience. This meaning was
conveyed through both language and nonverbal behavior when participants reflected upon the
clinical supervision experience. In their professional roles, domestic violence counselors support
clients who are coping with a tremendous amount of abuse, violence, and trauma. From an
outsider’s perspective, it can at times be challenging to understand the dynamics of abuse and
make sense of the cyclical nature of violence (see Chapter 2 discussion of cycle of abuse and
dynamics of power and control within abusive relationships). These participants talked about the
ways in which they found their clinical supervision experiences to provide them with support and
guidance as well opportunities to find personal connections to their work, often sustaining them
as they provided services to a population deeply in need of support and advocacy.
In Table 2, I defined categories within the theme of personal development to include
passion, personal experience with domestic violence, advocacy role, and feminist perspective.
These categories encompass the ways in which participants approached their work and
developed identities as domestic violence counselors and advocates. For many of the
participants, their work was not just about accomplishing required job responsibilities but was
also a critical part of developing their own personal identity. The discussions that illuminated the
connections between participants’ personal and professional identity led to rich and illustrative
examples of how personal development is a central theme of the clinical supervision experiences.
This theme and the categories within the theme are described in detail below.
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Personal Development
Throughout several of the interviews and reflective memos, participants described a
heartfelt commitment for work in eradicating gender-based violence and a passion for advocacy
that developed over their time in clinical supervision. Many participants described their work
roles to be a central component of meaning making in their lives. These participants described a
commitment to the field that initially led them to this work and grew during their time working
and receiving clinical supervision. In addition, for some participants, this personal interest and
passion for the field has developed further during their time in the DV field. For some of the
participants, this development was fueled by personal experiences of violence or abuse in their
families, while for others, it was the commitment to a feminist perspective that fueled their
personal development throughout their experiences of supervision. All of the participants
described the importance in their professional and personal identities of maintaining a feminist
perspective while advocating against intimate partner violence and working with survivors of
domestic violence.
Categories of Personal Development
Passion
Most of the participants described a deep connection to this work and a personal
commitment to working with this population. Through the language used and the nonverbal
communication, I named this deep connection and personal commitment passion. In a few
instances, participants described initially being interested in trauma work in graduate school and
finding connection and meaning through domestic violence work in their professional lives. This
category of passion enhances the understanding of the holistic experience of how the
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participants’ personal commitment to professional work was experienced in both their personal
and professional identities. There are some significant difficulties that come with a commitment
to working in the field of anti-violence advocacy. Many of the participants described the
challenges that accompany their work in domestic violence agencies including, but not limited
to, lower-paying salaries, limited funding for nonprofits, and the emotional and mental health
challenges of working with populations experiencing crisis. Some of the counselors described
their personal passion and commitment as motivation in working with the population and staying
committed to their advocacy roles.
Megan described her process of learning about domestic violence and coming to a
realization that this was an area where she could effect change: “I tried to understand why this
problem existed because it just didn’t make sense, I didn’t get it; I still don’t get it... it led me to
the path of ‘you can do something about this problem that you don’t understand’....” Hannah
stated very clearly that her work in domestic violence “[is], I think, just an issue I’m passionate
about.” Carolina described her commitment to the field developing over time in her training
program and into her current work now, stating, “seeing all these people and their children
struggling with a parent [who] is not supported and that is hurting the whole family. So I was
doing home visits and just seeing, you know, how they are struggling and the conditions and all
this; I was like, wow, I didn’t know....It was just something that triggered me.”
Several of the participants talked specifically about a passion for trauma work and
supporting trauma survivors that they learned about through their clinical training programs.
Susan stated she went back to school specifically with an intention of learning about trauma: “I
really went back to school for my Master’s to be able to learn some trauma [and] healing. That
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was really what I wanted to work in.” Catherine also described an initial interest in college and
graduate school, saying, “I remember thinking trauma was something that just kind of ... I found
a real interest in that. PTSD was something when I was just studying, [it] just became an area of
interest for me.” Abby also feels connected to trauma work by saying, “My interest kind of
primarily lies in, like, trauma-based work, trauma therapy” and further clarified her
understanding of trauma and her interest in the work by saying,
A lot of what I was seeing [in previous clinical settings] was like, everything comes back
to trauma. Like, everything comes back to ... early experiences of trauma and attachment
and neglect. I like doing trauma work because it just feels so, like, tangibly useful.
Personal Experience with DV
Many of the counselors described ways in which their personal experience with domestic
violence informed their interest in working with survivors in their current profession. It is
important to note that the history of the anti-violence movement, as discussed in Chapter 2,
originated from an advocacy and empowerment focus in which survivors of domestic violence
supported other survivors. Often this would involve safe houses, educational groups, and peer
support. In this study, three of the counselors described experiences within their families and
cultural norms in which intimate partner violence was known and experienced. For these
counselors, these experiences contributed to an interest in the field and in their current work. In
addition, the counselors described how important it was for them to have an understanding of
how to utilize supervision and gain support from supervisors regarding instances in which
triggering factors may be present in their work.
Carolina expressed this experience of being aware of how client stories can bring up
experiences in her past that she hadn’t previously focused on, saying,
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Being with some clients sometimes triggers some experiences myself that I didn’t think
about before, probably…. So seeing myself like, oh, probably it’s because I can identify
with some of these experiences and probably that’s why I became this advocate for this
population.
She describes how these experiences likely shaped her interest in becoming an advocate for the
population due in some part to incidents she witnessed. She later described how supervision can
be a space where she can take this knowledge of what has occurred in the past and move forward
with her work: “Sometimes I would identify with some of the stories my clients are telling me,
so I bring that to supervision. It’s been helpful because I deal with this situation, and I don’t want
it to affect me. I want to be able to digest it and to make it helpful for my clients.” This
knowledge she describes speaks to the ways in which supervision can be a supportive space to
process the triggering situation in supervision and move forward in terms of her work with
clients.
Megan had a similar awareness of finding a new understanding about her own
experiences through her DV counseling work. She stated, “You learn things about your own
family and then you connect it to what you’ve learned in terms of domestic violence and go, wait
a minute, that happened. That happened in my family. That’s a part of our -- our family fabric.”
Arianna also described how her personal knowledge and experience of domestic violence was a
motivator for entering the profession, remarking, “Personally I do have family...that are
survivors of trauma as well, so I thought that maybe this could be something that I could maybe
delve a little bit more into having some type of background...in my family and witnessing certain
things.” As Carolina also discussed, some of the experiences may not be at the forefront of the
counselor’s thought process, but being with clients and hearing their stories brings up familiar
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memories for these counselors. Supervision becomes a space to address these reactions to their
clients and their own past experiences regarding domestic violence.
Throughout the focus on the participants’ personal experiences with domestic violence,
the importance of reflection through supervision was noted. Participants used supervision to
reflect upon their previous experiences and to better understand their own sense of abuse or
violence that occurred in their lives or the lives of their families. In addition, the ability to better
understand the dynamics of abuse allowed for some of the participants to bring a new awareness
to previous experiences and move forward in their own development.
Advocacy Role
Within agencies and nonprofit settings, as discussed in Chapter 2, domestic violence
counseling involves a level of advocacy work in addition to traditional clinical counseling.
Clients are often in need of support regarding basic living needs, such as housing, food, and
childcare. In addition, clients are often involved in the legal system due to the violence they have
experienced and may be involved in child custody or protective services. The advocate role is
often perceived by domestic violence counselors and agencies who serve survivors as critical to
meeting the broader needs of clients. Given the complexity of the dynamics in abusive
relationships, the counselor will often engage as an advocate due to the nature of the agency
mission. Those missions typically focus on the need to eradicate gender-based violence, unlike a
traditional mental health services organization that focuses on counseling, therapy, and broader
mental health care.
Several of the counselors described the variety of roles they play with their clients,
including advocate as well as counselor. Carolina described the multiple identities that she holds
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and the role that supervision plays in her development of her advocacy role: “I don’t only
consider myself a DV counselor but also an advocate. So it [supervision] is more like defining
my identity as a counselor and a professional.” Hannah also described how her advocacy role has
developed over time by saying, “Initially, [a counselor is] very focused micro and then if you’re
in the field for a long time you start getting involved in more like policy and advocacy and
educating others.”
Megan described the advocate role she plays with her clients when they are involved in
systems of care that require support and advocacy from professionals. She summarized, “I feel
like sometimes I’m a voice for clients with the Department of Child and Family Services.” Both
Arianna and Susan described advocacy in terms of supporting clients with their case
management and seeking out new referrals and resources: Arianna described the needs of clients
in an emergency shelter, stating, “If it’s a higher need for case management versus, like, just
counseling then I could give the case management referrals ... [or if there is a] presentation of
any mental health condition then I would give the psychiatric referral or referral for a
psychological assessment.” Susan echoed this process of coordinating care for clients by saying,
“If clients need [support], they can sign releases if they need me to coordinate with other
therapists or other case workers, DCFS, provide some case management and advocacy.” Susan
described the importance of advocacy to her broader understanding of her clients’ needs. This
ability to better understand a hierarchy of needs gave her a method to determine what may be
their highest priority in addition to the direct clinical work she provides.
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Feminist Perspective
The anti-violence advocacy field has its roots in feminist theory from the 1970s. As
discussed in Chapter 2, fellow survivors and other feminists, following their understanding
feminist theories, opened battered women’s shelters and safe houses and led education-focused
groups to support each other. These theories highlighted the importance of understanding men’s
use of violence against women as not a pathological or psychological issue, but rather one rooted
in patriarchy, power, and control. As discussed in Chapter 2, this perspective informed the
original Duluth model, which shapes program provision, funding sources, and service provision
in nonprofit settings.
Within domestic violence agencies and programs, counseling services have traditionally
focused on providing psychoeducation, advocacy, and case management to support survivors in
times of crisis. As the movement has developed and continued to expand to include gender-based
violence as well as a broader emphasis on social justice, some service providers have also
developed an understanding of the mental health implications of domestic violence and enhanced
services to meet the mental health needs of survivors and their children. For several of the
participants, utilizing a feminist perspective while providing counseling services allowed for a
bridge between traditional counseling or therapy, educational training programs in higher
education settings, and the advocacy needs of survivors in agency settings. All of the participants
in this study were women, and each identified the feminist perspective as a component within her
theoretical approach.
Hannah described the shift she experienced in her knowledge of power and control as a
broader social issue of change during her tenure working with survivors. She stated,
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I think that you notice the dysfunction in people’s personal relationships a lot quicker. I
think it gives you an awareness of the broader movement and how women’s issues have
sort of changed historically over time and where they’re going. So I guess you see
domestic violence in the larger social and political context.
Megan described how she understands the dynamics between clients’ personal experiences and
the feminist political perspective by saying, “Most of the time clients feel it’s their fault when
really it’s a much bigger behavioral and societal problem that we have that has been existing for
years and years and years.” This broader knowledge of a feminist perspective, understanding the
cycle of violence and the dynamics of power and control within abusive relationships, is often a
part of the psychoeducation provided within the counseling experience.
Upon reviewing this emerging category during the member check interview, Arianna
described a resonance with the feminist perspective when working with immigrant survivors of
violence by stating,
I like to see it that way [feminist perspective] as well....There are certain things that I
would question and I think for clients it’s important for them to understand, oh, it [abuse]
is because this system is a certain way ... Sometimes it’s within certain societies, certain
subgroups, cultural groups, why do they feel blame [as a victim], if a woman acts like
this or dresses like this this is why she would [be victimized].
Arianna identified with the broader systems of patriarchy present within her own identified
cultural norms and the cultural norms of the immigrant population the agency serves. Utilizing a
feminist perspective as a framework for her work provided her with educational information to
provide to clients as well as a framework with which to conceptualize her clients’ experiences.
In addition to Arianna, Hannah also discussed the importance of the feminist perspective
during the member check interview. Hannah resonated with the category as a means for women
to support other women who have experienced violence and abuse. Hannah stated, “I think it’s
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very personal in terms of gender when you’re a woman... you connect to the issue deeply
because of that. The empowerment of women is one of the underlying themes of domestic
violence work.” This personal identification parallels a central component of feminist theory,
that “the personal is political” (Hanisch, 1970). For the counselors, using a feminist perspective
provided a framework for their personal connection to domestic violence counseling as they
identified as counselors, advocates, and feminists.
Research Question 2: How do these domestic violence counselors
experience the relationship with their clinical supervisor?
Participants were asked to describe aspects of their relationships with their supervisors
and their experiences in relationship with their supervisors. Through analysis of the interviews,
reflective journals, and member check interviews, I defined the themes that emerged as “growthfostering” and “safety”. Many of the participants described qualities of the relationship as well as
feelings and thoughts they had within those relationships. Many of the counselors described the
relationship as a mutual experience of growth that was further defined by the category of
mattering. In addition to the category of mattering, the growth-fostering theme consisted of
categories I titled privilege, special, and valued. In addition to experiences of growth-fostering
relationships, the counselors described aspects of the relationship that led to personal feelings of
safety. I further defined the theme of safety with the categories of authentic and seen and known.
Growth-Fostering
The working alliance within the relationship in counseling is often understood as critical
to the successful experience of the client. These participants described the same importance of
the relationship in their clinical supervision experiences. Elements of the participants’
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experiences within the relationships with their supervisors provided opportunities for growth and
personal development. In describing personal development, rather than professional
development, I am focusing on ways in which the counselors described an experience of growth
of their own personhood that often was connected to their self-esteem and sense of worth.
All of the counselors described a sense of growth that occurred as a result of their
supervision and clinical experiences. This growth occurred within the context of the relationship
between the supervisor and the supervisee. Throughout the interview process, most of the
participants reflected upon this experience of growth in a variety of ways, but ultimately
described ways in which they were aware that the supervision relationship mattered to them and
also mattered to the supervisor. Many of the participants described this experience of growth as a
culmination of moments in which they were aware of a development of their own personal
agency and growth as a counselor and more holistically as a person.
The categories that I defined based on the language used by the participants are privilege,
special, valued, and mattering. These categories describe experiences the participants had of the
relationships with their supervisors and the ways in which they felt throughout the supervision
relationship. These feelings and experiences—privilege, special, valued, mattering—contributed
to the counselors’ process of personal development within a growth-fostering relationship.
As discussed in Chapter 2, Miller and Stiver (1997) describe growth-fostering
relationships as those that involve mutual empathy and mutual empowerment in which both
individuals are actively engaged and changed in the relationship process. This investment in each
other and in the well-being of the relationship supports growth of both individuals as well as the
development of the mutuality within the relationship. Building upon this theme of growth-

99
fostering, I used the term mattering to capture the content, both spoken and unspoken, shared by
the participants regarding their experience within the supervision relationship.
Privilege
Many of the interviewees described their supervisory experiences as a privilege bestowed
upon them and one they experience with their supervisor. Most of the counselors talked about
ways that they were aware that other counselors didn’t have as strong supervision experiences
and since this felt like a unique experience for many, they saw this as a privilege. Given the
knowledge of power and control in domestic violence work, the notion of privilege is understood
as an important one to reflect upon through one’s developmental processes. It was clear that
several of the counselors were mindful of this experience of supervision being one that would be
important and meaningful in their lives and one that should not be taken for granted.
Megan described this in terms of the way in which she experiences someone who pushes
her and encourages her to step out of her comfort zone, saying, “She knows my strengths and my
challenges ... there’s just so much I have to say like privilege around that to have that experience
... being pushed a little bit by [my supervisor] has been really helpful. Trying new things.
Exploring new parts of myself.” Carolina talked about the privilege that supervision plays in her
life for her own development as a counselor and a person, sharing that through supervision she
has learned so much about herself: “So it’s been very helpful to look at myself and to question,
like, how is this moving inside of me.” Other participants also described this reflective nature of
supervision experience as a special experience.
Abby described hearing from peers about their experiences and being aware of the
privilege she experiences as a contrast to others in stating that she hears about “a lot of people’s

100
experiences in clinical supervision ... their supervisor just, like, wasn’t taking it seriously and
didn’t give them an hour and ... kind of like lectured at them for a while”. For Abby, this was
highlighted even more for her when she changed supervisors and began working with a new
supervisor with whom she felt supported and guided in ways that were previously missing.
While many participants noted the previous theme, a few participants described
throughout the interviews and member check interviews their awareness of how many other
counselors do not have the types of experiences they have. Hannah, during the member check
interview, summarized her reaction to the following themes by saying, “They all resonated for
me, to be honest....I think it is a privilege but at the same time I’ve been struck by people’s
experiences ... they’re not used to having good supervision... .I guess in some sense it is a
privilege but I don’t feel like it should be.” This notion, that others in the profession should have
strong clinical supervision, echoed the advocacy roles domestic violence counselors play in their
professional lives.
Special Experience
Similar in scope to the understanding of privilege, several of the counselors described the
experience of clinical supervision as being a special experience: special in a sense that they felt
the supervisory experience being personally important and unique, such that it was understood in
the context of personal growth and professional development. In short, supervision was
described by a few of the counselors to be a space that was crucial to their own well-being as
counselors and their development. These experiences in supervision were often so special that
several of the participants were moved emotionally when meeting in person during the interview
process. At times, in their expression, several of the participants were at a loss for words in
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attempting to describe the genuine care and support they experienced in their professional roles.
The facial and emotional expressions I observed during the interviews illuminated the feelings of
being supported and engaged in these mutual relationships of growth that were experienced as a
gift by many of the participants.
Abby struggled initially with finding language to describe the unique experience of her
supervision. She stated, “There’s a lot of things about how supervision works for us and how it
feels for me that I can’t quite, like, put words ... the way that the relationship is between us in
supervision.” She expanded on this theme by saying; “There is a lot of magic that can happen in
clinical supervision. And holding that space really dear... hold onto those things that make the
work really important and really good. I think it should be such a valued and sacred part of the
work that supervisors should really do everything they can to ensure it happens.” Here, Abby
echoes this notion of advocacy for the profession as well. She is aware of how special the
experience is for her and how much it can be a value to others as well.
Catherine described how special the supervision experience is to her due in part to the
intensity of the work and the needs of the population who she serves. Having a space with
another person who can bear witness to the needs of the client population and support her as she
determines what the next steps are proved special to Catherine many times over. In describing
one specific example, she stated,
Those [client needs] ... I hadn’t dealt with that before. So then she [her supervisor] is my
resource... I had to tell this child that her father had died because her mother was not
there ... she was staying with relatives and it came to me then. Yeah, so as a resource she
[her supervisor] is invaluable. So we went through kind of actually practicing what I was
going to say. And so that’s again where just time and time again she is just invaluable to
me.
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When sharing the experiences of feeling the space and the relationship was “special” the
participants expressed an emotional response to their reflections. For several, it was challenging
to find the right language to express what the relationship has meant to them. In several
instances, the participants returned to this notion of uniqueness and a longing for others in their
field to have this powerful experience as well. For the participants who experienced this special
feeling, they were very aware that it could be something of critical importance for counselors to
stay grounded in their work and in the field.
Personally Valued
Several of the participants described supervision as a space and a process that has led to
their own personal empowerment and sense of agency. Megan stated this by saying, “So I’m
coming into the session going oh, okay, I’m expecting her to tell me what to do. Instead she gave
me a lot of space. So then every week when I’m coming to see her I have a list of questions, I
have ideas, I have projects and I’m excited because I know that this is a space for me to just be
and for us to work and get things going.” Arianna described a sense of empowerment from the
very beginning of her supervision experience, stating, “Initially she asked me what would be
helpful. you know, what would be helpful in terms of supervision, how should we kind of
structure the supervision ... so I did let her know... my goals and making sure that I’m providing
the best [care] for my clients.” As the counselors described the sense of autonomy and
independence they were given during the supervision experience, they also experienced an
increase in the feeling of being valued as both a counselor and an individual.
Catherine described her experience of being valued as connected to feeling a sense of
“mutual respect” and appreciation for each other in the supervision experience. further stating
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that her experience speaks to the intention of her supervisor in creating a climate of mutual
respect and value: “And you can know your field and you’re good at it and yet maybe not be
good with people. I just feel so fortunate... she has the knowledge that she needs to work in this
field and she’s good with people.”
Abby echoed this experience of value through her focus on receiving encouragement
from her supervisor through the facilitation of supervision. Abby said, “Every now and then, I
need, like, a little bit of input of like. this is really tough and you’re doing okay. She [her
supervisor] is very good at like, ‘I have full faith and confidence in your abilities as a clinician.
I’m not trying tell you what to do because I think you’re doing a bad job.’” This experience of
reassurance provided Abby with a sense of her personal worth as a counselor and her ability to
successfully support her clients.
Mattering
Utilizing the term mattering allows me to capture the ways in which several of the
participants discussed an understanding that they were significant and important to their
supervisor and at the same time, the supervisors were important and significant to them. This
experience of mattering was not in isolation but rather in mutual respect and empowerment of
each other. Catherine described this experience by describing a lack of existence of something
that she had felt in previous work places and with other relationships, saying, “Sometimes people
are just ... [they] have no time for you. And she [her supervisor] has never been that way. So
that’s really important to me, someone who is... and I’m a pretty sensitive person, unfortunately.
And she is just, I don’t know, she’s what I need.” Catherine felt that in a way, her supervisor met
her in her own place of development and honored the sensitivity that she holds in her personality
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and way of being. She felt that she mattered to her supervisor and her development mattered.
This was understood through the time commitment and investment by her supervisor.
Abby shared a similar experience while describing the type of acknowledgement,
support, and validation she receives in supervision by saying, “I think that I get the sense that she
very genuinely cares about my success in the field... I mean there’s just a lot of, yeah, I get the
very real sense that she kind of, she gives a shit about it, you know?” This was very important to
Abby, as she previously had a supervision experience in which she felt that her supervisor did
not value her development or personhood as a counselor and advocate. Being in supervision now
with a supervisor who supports her and values her was pivotal to her satisfaction in her work.
She described this difference in supervision experiences by focusing on the reflective process she
goes through during the week and how she has a dedicated method to prepare for supervision:
I’m pretty, like. excited to talk about cases with her when I get there, I have, well, yeah,
sometimes I would feel like with my first supervisor it was, like, going through the
motions of that I knew I had to go. But I knew it wasn’t going to be super helpful or that I
couldn’t, like, ask something about the relationship ... I just didn’t feel comfortable
asking certain questions because I felt like they would be judged or like, “Why the heck
would you do that?” So I would often take notes on a scrap of paper and then throw them
away. And now I have, like, a dedicated binder where ... every week it’s like, I think I’m
going to have, like, half a page of notes and I have, like, two pages of notes. I’m just,
like, constantly writing. And I find myself, like, jotting notes throughout the week where
I’m like, “I gotta ask [my supervisor] about that,” or I want to talk to her about that and
think through it more. So I’m more excited about it.
Carolina described her experience of the relationship in supervision as one that is of
mutual respect and importance. She described her experience, saying, “It is very respectful and I
feel comfortable talking with them. They gave me this opportunity of being myself and I can
bring up any questions or any personal issue.” She then went on to discuss how she also
experiences her supervisors as individuals who she can tell care about her development and her
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growth and have respect for her as a new counselor, “It’s just like an environment of I hear you, I
know where you’re coming from but I am going to still challenge you because I know you can
do this. I admire them... it’s kind of a sense that they trust me.” This experience of mutual
respect and mutual care for each other amounts to the mattering experience for both supervisee
and supervisor.
Upon reading the emerging category of mattering, Arianna also acknowledged the
mattering experience she has in supervision by saying, “I look forward to it because it’s my time
that she’s also giving me her time ... and it feels like a collaboration that really matters. I feel like
even if I do get my LCPC I feel supervision is still going to be a part of my life. Because it’s
really important to me.” Arianna reflected on how she intends to maintain supervision even after
receiving her clinical license because of the value she places on the supervision experience. In
addition, this importance that she reflects here is connected to her understanding that the
relationship is a collaborative one and one that matters both to her and to her supervisor.
Safety
Within the clinical relationship, establishing a climate of safety is critical to a client’s
ability to develop trust with a counselor. In many ways, the counselors described the experience
of safety in their supervision as crucial to their development of trust and engagement with their
supervisor. The participants discussed experiences of being authentic with themselves and their
supervisors as well as having a personal feeling of being “seen and known” by their supervisors.
Domestic violence counseling involves bearing witness to a pronounced deal of trauma and
abuse as well as an awareness of the intimate occurrences of betrayal and violation experienced
by survivors and their children within relationships. Often times, given the ongoing cycles of
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stalking and abuse, safety for survivors is short-lived. In addition, many survivors live with an
intense hypervigilance regarding the daily element of physical, emotional, or financial threat they
experience from their abusers. For many of these counselors, creating a safe space for clients is
critical in their healing process. For the counselors, the ability to be open, honest, authentic, and
genuine within supervision allowed for opportunities to develop a sense of emotional safety that
can often parallel the process when creating opportunities for safety with clients in counseling
work.
Authenticity
Several of the counselors described the importance of having an opportunity to engage
authentically with their supervisor. This experience of authenticity was described by the
participants in ways that spoke to being honest with yourself about the work experience, being
honest with your supervisor, and having a space to reflect upon this without judgment or fear.
Many described this sense of authenticity as an experience that their supervisors displayed in
their actions and behaviors. In addition, the participants described their own ability to be
authentic as one that contributed to fostering a sense of safety during the supervision process. In
sum, as the supervisees experienced their supervisors as authentic, they were able to bring more
of their own authentic self, ultimately creating a safe space for the supervisee.
Susan described authenticity in a way in which she was able to bring a genuine
presentation of herself to supervision and her supervisor reciprocated with openness and
encouragement, in turn creating a safe environment for her. For Susan, having a space in which
she could authentically and sincerely reflect upon the triggers that she experienced when
working with clients provided her support. She found this support was critical to her ability to
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continue to work in the field during a time of personal grief. When reflecting on her personal
experience of loss that she went through during her time providing counseling, she said “I felt a
lot of, like, personal support, like I knew that she had my back and that was very helpful... she
was always really good about, just being supportive and therapeutic ... I think especially in DV
and SA [sexual assault counseling] it has its own specific triggers.” The supervision experience
became an authentic space in which she could safely reflect upon her own personal experiences
and how she was reacting to clients, their needs, and the specific triggers that occur regarding the
violence and abuse content shared in the counseling relationship.
Hannah described her experience of authentic engagement with her supervisor as a
process in which she perceives her supervisor as being transparent and honest with her.
Summarizing her initial reflections on authenticity, she stated, “She’s encouraging and protective
but I don’t get the sense that she wouldn’t set me straight if I needed to be.” This ability to
experience her supervisor as both supportive but also corrective at times provided her a broader
understanding of her supervisor. She reflected on this understanding that her supervision wasn’t
limited to a specific type of feedback but rather that her supervisor engaged with her
authentically and honestly.
Abby described the shift in her experience due to the actions of her supervisor. Abby
found her supervisor was capable of creating a warm and comfortable space in which she could
bring more of her authentic self. She noted that given her experience of her supervisor’s
authenticity during supervision, Abby was able to be more curious with her own questions and
reflections about her work. Here she recalls bringing more honesty to her reflection: “She asks a
lot of questions that just feel exploratory and kind of curious ... I notice about myself that I think
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more deeply and kind of … like, ‘hum, I wonder about this thing,’ instead of trying to feel a little
bit like I’ve got my guard up.” Through the actions of her supervisor intentionally creating a safe
and warm space for Abby, she found that she could be more curious with the reflective process
in her development.
Seen and Known
As the goal of clinical supervision is to support the training of the counselor and the
clinical care of the client, the supervisor must pay close attention to the ways of being of the
counselor. In supervision, much of the clinical experiences are shared through self-report or
audio recording of sessions. The perspective of the counselor is often the only data the supervisor
has regarding the experience of the client in the clinical relationship. Some of the counselors in
this study described an intimate experience between their supervisors and themselves in which
they felt “seen” and “known” through the supervision process. Being “seen” or “known” by
someone else may involve an experience in which vulnerability is present and authentic
engagement occurs. For these counselors, their experience of being “seen” or “known” involved
a knowledge that their supervisor could tap into their strengths, their experiences, and their areas
of growth in ways in which they felt safe for vulnerability to be present. Many of the counselors
trusted their supervisors and believed they knew them in ways that others in their lives may not.
This depth of knowledge provided opportunities for the counselors to experience safety within
the supervisory relationship.
Often times, new counselors find themselves in situations with clients in which they must
make decisions regarding client safety that will impact the lives of the clients. Carolina described
an experience in her development when she had to make a decision about calling the state
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department of family services regarding suspected abuse perpetrated by her client’s mother, also
a client of the agency. Given that this was her first time making this type of decision, she sought
out support from her supervisor. Carolina described the experience as one that she did not take
lightly and found she was in need of support in order to complete the required reporting. During
the time of this event, her supervisor was aware of the implications of making this report and the
impact the decision was having on Carolina. Carolina stated, “She empathized with me and was
saying, this is a difficult situation but we have to do it. And she did a phone call with me; she
was there with me.” She described how her supervisor had knowledge of her developmental
needs and saw this to be an area that was upsetting to Carolina: “I wasn’t sure how to handle it.
How do I know if this is abuse or not?” Carolina described how important it was for her to have
a supervisor who knew her and met her where she was in terms of her developmental needs. This
moment in supervision was critical for Carolina given the support she felt she needed in
managing the difficulty she felt with completing a legally mandated action that could have
negative implications for her client: “... and because I’m a new counselor I just need this
professional growth and development and someone to walk with me.”
When Catherine was struggling with a personal stressor in her life, she saw how her
supervisor was so acutely aware of the shift in Catherine at a time when she wasn’t even aware
of the stress she was experiencing. Catherine described this experience by saying,
And at one point, [she] picked up on that I was really not myself. And where that was
coming from I’m not entirely certain. But she said to me something about self-care. And I
don’t think I was really aware of it. There were some things that I was dealing with that
had come up with my own past. But the whole thing was I really wasn’t, I mean, I wasn’t
aware of it but she saw that.
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When describing this experience, Catherine was visibly moved by her supervisor’s ability to be
so aware of what was happening emotionally for her at the time. She felt moved by her
supervisor’s ability to provide support in such a gentle and caring way that spoke to the mutual
respect that was present in the relationship. Catherine was “seen” by her supervisor during this
time and was able to move forward with finding healing for the experiences she had in the past
due to the acknowledgement of her supervisor and the referral resource she provided.
Megan described the emotional experiences she has had in supervision of feeling safe.
She described how being “seen” and “known” by her supervisor was the framework that
permitted her to be vulnerable in the supervision space and engage in personal reflection. She
detailed how this was surprising to her at first but continues to be an important component to her
work with clients and her development and growth. In the following quote Megan says what this
experience was like for her and how it has laid the groundwork for their future work together:
One of my first -- maybe the first or second supervision sessions I had with her as an
intern, she saw me. I know that sounds very cliché but I -- she had pointed out
something in how I behave or in my movements that I didn’t think anybody noticed and
it made me feel seen, which is what we really want our clients to feel. In that moment it
was emotional for me ‘cause I didn’t think anybody could have that kind of connection
with me and I -- the trust I have with her only grows, which is really exciting and I know
that’s why I’ve grown so much is because she provided that safety in our trusting
relationship.
For many of the counselors who described being “seen” and “known” by their
supervisors, this was a route into experiences of safety. For these counselors, the safety present
within the supervision relationship was critical to their ability to engage in reflective practice and
focus on their developmental and self-care needs.
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Research Question 3: How do these participants utilize supervision
to meet their developmental and self-care needs?
Supervisors are typically focused on ensuring sound clinical work with clients and the
education or training of the supervisee. Participants were asked about their supervision
experiences specifically focused on their developmental and self-care needs. Like all unique
populations, domestic violence counselors must maintain a level of knowledge specific to the
population. This knowledge often includes attention to crisis and emergency needs, awareness of
trauma symptoms and behavioral adaptations, and skills in advocacy work. In addition to the
unique developmental needs, the self-care implications of working with trauma survivors have
been well documented (see Chapter 2). Participants reflected upon ways in which supervision
experiences informed their developmental and self-care needs.
Professional Development
All of the participants of the study were relatively new to the field of domestic violence
work and were in the process of obtaining clinical licensure. Due to the developmental stages of
their professional identities, many of the counselors described ways in which supervision became
a space in which they could explore options about future work as professionals. Many of the
participants found that future career options were discussed during supervision time. A few of
the counselors saw their supervisors as individuals who could guide them in the next steps in
their career and offer them opportunities to reflect upon their strengths in determining how to
move forward in the gender-based violence field or broader mental health work.
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Career Development
Several of the participants discussed options for their future career development.
Participants described an ability to use the supervision space as a means to advance their
understanding of their strengths in clinical and advocacy work. This focus on what they did well
and experiences of positive feedback encouraged opportunities for reflection regarding the next
steps in their future careers. Carolina described the multiple identities that she holds and the role
that supervision plays in the development of her advocacy work: “I don’t only consider myself a
DV counselor but also an advocate. So it [supervision] is more [of an opportunity for] defining
my identity as a counselor and a professional ... to think about what would be my next step. [In
supervision] I start thinking about how I can see myself being a supervisor as well in the future.
Or thinking about further studies doing a doctorate degree.”
Megan described the professional development she has experienced as something that is
rooted in the process of finding out about her strengths and how she can develop further in her
career: “In supervision, I’m learning about what I’m good at and what my skills are in
supervision, too. Not only on the job but professionally and I think that’s -- that’s a really cool
thing to do and have growth around that.” This ability to reflect on her strengths was crucial to
her understanding more about herself and what she is passionate to do moving forward in her
career.
Catherine described the mentorship and possible career directions that will be available to
her given the clinical supervision she’s received, stating, “not only has she been a source of
knowledge and given me guidance for my job role as a therapist but she also took me on so that I
could continue, so that I could go take my exam for the LCPC.” In Catherine’s position, the
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supervision was not required in her work department, and her supervisor provided supervision
without further compensation. This was important to Catherine to acknowledge and understand
given her supervisor’s investment in her and support in her professional development.
Abby described how her supervision experiences fostered an interest in becoming a
supervisor herself. She spoke of how, when she was getting closer to the clinical exam, she was
more aware of the steps her supervisor took in her work and she was curious about attempting to
model those in the future for counselors whom she will supervise, saying, “So I think that pieces
of [supervision] have made me think about how I want to supervise.” It was important for Abby
to begin to consider her supervisor’s intentions in her work so that she could model those in the
future with her own supervisees.
Development of a Theoretical Orientation
A central component of supervision models focuses on the teaching role supervisors
embody when supporting the theoretical development of the counselor (see Chapter 2 for full
discussion). For some of the counselors in the study, supervision was an opportunity for them to
focus on their own development of a theoretical orientation. In addition, their development of
their own professional identity focused on how they work with clients and specifically, how they
provide therapeutic services.
Carolina discussed this several times throughout the interview, reflecting upon how her
education and training in her country of origin focused on different theories and clinical
emphasis in counseling work than her graduate training in the United States. Supervision became
a central place for her to obtain guidance and feedback in the development of her own identity as
a counselor and a process to find a guiding theory in her work. “We talk about theoretical

114
approaches...my supervisors and me, maybe we have different perspectives and theoretical
approaches that we prefer. So we discuss this and we share books and why these techniques are
useful. And I’m still in the process of deciding what works for me better.” For Carolina, because
the supervision relationships she has are collaborative and supportive, she finds that she can
collaborate with her supervisors in a way that supports her to develop a guiding theory of her
work rather than being told how to work or what to do, “so having these discussions about
different perspectives or both perspectives have been helpful and [have] contributed to my
professional growth.”
For Catherine, meeting with her supervisor helped her develop a theoretical orientation.
She found opportunities in supervision to discuss material they read together or trainings she
attended, “There have been a few times when [she] has brought an article or had something like a
book [for us to focus on].” In addition to the process of continuing education, her supervisor
specifically helps her with understanding theory as an application of treatment planning: “I really
can talk with her more about specific disorders and how to -- match out a treatment with a
disorder.” Given that Catherine works with children who have experienced trauma, in addition to
domestic violence counseling, it has been important for her to consider how counseling theories
inform counseling interventions, and supervision has been a space that has helped her develop
her orientation in working with her clients.
Clinical Development
Addressing clinical growth and clinical development is an essential component of
supervision due to the importance of the education of the counselor as well as the fidelity of the
clinical care. Many of the participants reflected on the need for clinical growth and development
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in their roles as domestic violence counselors and their ability to utilize supervision to meet those
needs. In addition to the domestic violence counselor status, many of the counselors discussed
their development as trauma therapists and ability to focus on trauma interventions while
receiving clinical supervision. One participant reflected on times in which she would have
wanted more focused attention on clinical interventions from her supervisor, while others
described a development that was connected to their clinical supervision as well as peer
supervision and consultation experiences.
Mental Health Needs of Survivors
Several participants reflected on the mental health implications of domestic violence for
survivors and children who have witnessed violence and abuse in the home. As described in
Chapter 2, advocates have historically provided domestic violence counseling through a lens of
advocacy, psychoeducation, and case management support (the Duluth Model). As the field has
become more professionalized and professional counselors and social workers provide domestic
violence counseling, many counselors offer services that parallel trauma-informed clinical
services. All seven of the participants in the study were obtaining clinical supervision toward
professional licensure hours, yet only two of those participants had clinical supervisors who also
served as their administrative supervisor in the agency setting. This indicates a difference in the
expectations for the infusion of clinical interventions by organizations focused on advocacy
rather than mental health services.
Some of the participants discussed the differences between domestic violence counseling
and trauma therapy, while others described more of an integrated approach to clinical work with
survivors. In addition, many of the participants described the mental health implications for their
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clients and the challenges they found providing specific therapeutic interventions in counseling
or therapy when crisis is often the pressing need for clients.
While some of the counselors described the difficulties in applying clinical interventions
with survivors experiencing crisis and emergency needs, participants discussed the value of
supporting survivors from a clinical perspective. Arianna stated,
I think for me it’s, you know, we go to school, we learn about all these presentations of how
clients can present with this type of mental health condition ... and then we learn interventions.
And my thinking about it in a clinical lens is really important to me because if they’re presenting
things like, oh, “I hear things at night.” Or someone’s talking, “I know they’re talking about me
in the next room,” you know, if there’s a piece where they can be helped and I know how they
can be helped why would I not help them?
Arianna described this approach to working with clients from a clinical lens as an opportunity to
broaden the scope of services provided to clients. More specifically, Arianna saw this approach
as crucial to her understanding of herself as a professional: “I think also in our ethical
responsibilities if we see that this person is not benefiting from [DV counseling] we’re doing a
disservice as counselors. Because that’s our role, right? And that’s what we studied. That’s why
we’re trying to get a clinical license that’s the purpose of the clinical license.” She understood
the importance of the scope of services as a professional standard and as a professional, she
believed it was important to provide care to clients that accurately met their needs and to refer
for more comprehensive care for clients who were in need of additional interventions.
In discussing the mental health needs of survivors, Hannah spoke to the emergency
nature of her work being a priority for the population, but was aware that the ongoing mental
health needs of the population were often not supported in a longer-term setting. Hannah
described this by saying, “And that’s kind of the piece that gets sort of left, because they’re not
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able to regulate affect, they’re not able to understand how other people are feeling sometimes
because they barely understand themselves.” Hannah also named the challenge that agencies
would have in being able to support survivors long-term by saying,
You don’t get to do that long-term work, which is unfortunate but, I mean, the community
agencies aren’t equipped to provide those kinds of services that they would need, even if they
could get them, and these [survivors], you know, they can’t afford them anywhere else. They
can’t actually afford to pay for the services they need so it’s kind of like, screwed either way.
The experience that Hannah spoke to is an understanding that these survivors will be left with
unmet mental health needs due to the lack of financial resources within the agency settings and
the lack of financial resources the client populations have for mental health care.
Clinical Work in Crisis
Many of the participants reflected on the challenges they had in utilizing clinical
interventions with survivors in their work due to the crisis needs of the population. Megan
described this as a phase-oriented approach, in which she was able to work with survivors for
longer periods of time if warranted, saying,
First we help safety plan and help validate the experiences of people who are impacted by
domestic violence whether they be adults, adolescents, or kids ... Definitely focusing on
safety. I know for my agency and for my own professional self I don’t focus on okay,
when are you gonna leave the relationship? It’s more how can you be safe whether you’re
in the relationship or not? And then we get into kind of their clinical experience. What do
they hope to get out of the domestic violence counseling? And then how can we work on
that together?
This approach was permissible given the lack of constraints on the time frame for the counseling
services and as a counselor, she was able to meet clients in different stages depending on their
need for support due to crisis or a clinical focus.
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Susan described the challenges that she experienced when working with clients in an
emergency or crisis state, saying, “It was hard to see clients staying in shelters sometimes, you
know, they had priorities like they needed to figure out housing and jobs and education.” She
further discussed the difficulty in providing clinical care to clients when in shelter situations
given the difficulty with confidentiality in the group setting. Susan states,
We’d have difficulty sometimes in groups because ... they’re basically required to go,
strongly encouraged to go and it’s hard to ask people to share and be vulnerable in a
group and then go back to your house and every time we talk about confidentiality and
what stays in this room needs, you know, what’s said in this room needs to stay in this
room but all the time that would be, things would be used against people, you know, like,
within the house.
Susan described this dynamic as difficult given the infusion of clinical services occurring within
the emergency shelter setting. In addition, since clients were required to attend clinical group
services as a condition of their stay in the shelter, she was limited in her ability to engage in
typical best practices for group therapy such as screening for group members, ensuring similar
scope of needs for participation, and matching group goals based on members.
Rather than focusing on primarily clinical work, Hannah described a benefit to
supporting individuals from an advocacy and psychoeducational approach, speaking to the
emergency and crisis nature of domestic violence work by saying,
A lot of times the chaos of what’s going on ... the model [Duluth model] prioritizes the
most important things that need to happen, you know, safety, empowerment and psycho
ed, which they might be able to have long enough to stick around for that, right, and then
they’re out the door sometimes. Or back or, you know, back and forth so -- which is hard
to do like real, you know, therapeutic work when it’s like that.
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Hannah understood the model as an ability to meet clients in a crisis state and provide them
support in their current situation rather than a focus on more advanced clinical interventions that
would imply a level of safety that may not exist for the client population.
Carolina discussed the emergency nature of the work with clients and the impact this
often had on her when attempting to support them in a crisis situation. She highlighted the
urgency she often felt when trying to provide information that might prove useful or helpful to
them when in danger, saying, “Many of our sessions were spent just making sure that she’s going
to be safe ... that she knows what to do if she is in a danger situation. So I would wake up [in the
middle of the night] and just think about, ‘Oh, I didn’t say this. Why didn’t I think about it before
when I was with her?’” Not only did this experience of urgency impact the focus of the sessions
for Carolina but also had an impact on her own well-being and self-care.
Abby described the importance of having supervision from a clinical supervisor who
understands the role of crisis in the life of the clients she worked with. This was evident when
she described the contrast between her first supervisor, who worked with survivors of trauma in a
private practice setting, compared to her second supervisor, who worked with children and
families in community mental health settings. Abby talked about how this difference in
knowledge about the level of current crisis and her clients’ ongoing experiences of violence,
abuse, and trauma throughout much of their lives informs the clinical approach in her work and
the interventions utilized, saying, “One of the things that was off-putting for me in terms of
making sense of working in the domestic violence field was that she works primarily in private
practice. And she works with a lot of clients who are very well resourced. Which is just a really
different type of experience than working in DV where a lot of my clients are dealing with
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ongoing complex trauma.” This difference in understanding was something that proved to be a
barrier in the clinical supervision experience and was a challenge for Abby when addressing
ways in which she could support the crisis needs of clients.
During the member check interview, Hannah echoed this theme again by describing the
ways that she understands the therapeutic interventions used to support survivors with
emergency needs: “You still can do meaningful therapeutic work, it’s just quite different in a
crisis setting....You have to be very short-term, solution focused and safety focused....There’s not
time to really look into why they’ve ended up where they have or healthy relationship building
and sort of skill building.” Again, this focus on crisis work was prioritized due to the nature of
the crisis setting many of the clients are in when they seek out support from domestic violence
agencies.
Impact of DV Work
Throughout the interviews and reflective journals, participants described the personal
effects they experience by providing domestic violence advocacy and counseling. The impact of
trauma work has been well documented throughout psychological, counseling, and supervision
literature (see Chapter 2 for an overview). These particular counselors described emotional and
psychological implications from their work as well as shifts in their worldview and
understanding of relationships. I named the categories within this theme as a sense of injustice,
personal frustration and sadness.
Sense of Injustice
Domestic violence often follows a trajectory of cycles of violence, including emotional,
financial, sexual, and physical abuse. Often times, the abuse is associated with dynamics of
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power and control by which the abuser utilizes many different sources of intervention to
maintain power and control over the victim. Given the dynamics of abuse and the cyclical nature
of intimate partner violence, often times, the experiences of clients can follow a similar
trajectory. For Megan, she described the difficulties in her ability to manage the injustice that she
is aware her clients experience on a day-to-day basis. She described this sense of injustice by
stating, “I’m personally affected by this work because I think it’s unfair that people cannot go
home to a safe environment.” She stated further the depth of her feelings regarding this injustice
by saying, “When you see the most vulnerable people, which are kids, discussing the violence
they’ve seen, how they feel it’s their fault, how they can’t comprehend why, you know, daddy’s
hurting mommy, I think -- it breaks my heart.” Megan described the way in which many of her
child clients experience similar feelings and express similar stories of the ways in which they
witness abuse and violence in the home. This lack of safety for her clients and knowledge of the
client’s all too common sense of responsibility was challenging for Megan and resonated as a
great unfairness for the children to witness and experience.
Hannah described a similar experience with injustice while working in child protective
services before her work as a domestic violence counselor, stating, “I encountered a lot of
domestic violence as a child protection worker...I saw that the way that they [mothers] were
being dealt with in the system was pretty unfair... A lot of the, you know, failure-to-protect
crap.” Hannah understood the systemic issues and child protection policies that often hold the
victim accountable for the safety of the child rather than the abusive partner for the
endangerment of the child. Witnessing these policies enacted from a first-hand account led to a
sense of injustice for the mothers she encountered in these systems.
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Catherine described her understanding of the barriers that survivors face when trying to
access services or support in the broader systems of care, saying, “For a victim, you know, it’s
not like, I’ll just leave. It’s just not that simple and we feel sometimes that not everyone really
and truly understands that. And then it’s as though they’re being re-victimized. It’s a second
trauma and it’s really hard.” This knowledge that systems, organizations, and people will often
engage in victim-blaming behavior was clear to Catherine in many of the instances in which she
advocated for the needs of clients regarding legal rights, housing needs, and general case
management work. She discussed it further in the interview when she referenced specifically her
work with children and families and the barriers that survivors face when being blamed for
inability to keep their children safe from the hands of abusive partners and fathers: “I just wish
there was more of an understanding approach and maybe more help in the assistance given ... I
understand that DCFS, their primary role is to protect the children. But again, if it were just more
assistance was given all the way around and it’s just not. So it’s hard.”
Personal Frustration and Sadness
Many of the participants described their feelings of frustration and sadness regarding the
experiences of their clients and the similarities of survivors’ experiences of abuse. Megan stated,
“So I think it’s just hard to see different people coming in, but you’re hearing the same
information. And it’s frustrating to know that this problem is still existing and there’s such slow
change to make it stop.” Susan described the personal toll her experiences working with
survivors in crisis settings took on her by saying, “I feel like in DV... the stories were almost all
the same, you know, like there’s some variations but in general, especially working [with adult
survivors], it’s like they’re all the same stories... this ongoing years of, you know, horrible life-
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draining abuse that’s happened.” The language used by Susan to describe the intense experiences
of survivors’ “life-draining abuse” was expressed with such a sense of a heavy heart, the sadness
was present in the room when she described this knowledge and echoed throughout the interview
when she referenced the personal impact she experienced from her work with survivors.
Abby described an overall sadness that she experiences at times based on the needs of
clients and the knowledge of the broader systems (legal, government, and housing) in which she
advocates for her clients: “I think on the worst days probably it’s a sense of feeling pretty down
and out about the system, systems of various kinds. Yeah. Just kind of like bummed in general.”
For many of Abby’s clients and the populations often served in agency settings, the domestic
violence may be just one of the pressing difficulties they are experiencing; others include
financial stress, housing needs, low-paying jobs or lack of employment, lack of family or
community support, and for many of the families, experiences of complex trauma or community
violence is often present as well.
Carolina discussed her experience of the personal impact of working with children and
the level of sadness that she experiences in response to their stories, saying, “I work with
children and sometimes when they are telling me their stories and what they have witnessed ...
they get very emotional. I’m a human being as well and my heart is, like, crushing and so I talk
about it [in supervision].” Carolina discussed sadness again at a later point in the interview when
she described the crisis nature of the work and the danger that clients may be in throughout their
relationships. She talked about the need to reach out to clients at times and the uncertainty about
their safety if clients did not return for counseling appointments. “And then when they don’t
come to sessions and then you call them and they don’t answer and then what is the line where
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you have to just give them their space and you are harassing them. And then when they don’t
come back [it] is terrifying. But there is nothing else you can do.” Carolina explained her
intention to be respectful of a client’s interest in attending counseling but also the impact of not
knowing if something happened to a client regarding her safety.
Catherine described the frustration she has with herself when becoming overwhelmed
with the belief that abuse is everywhere and relationships are always unsafe, “It’s not as
pervasive as it seems but when you work in a field like this it appears that way and you have to
take a step back and go, ‘It’s not that bad.’ But it does feel that way when you hear it every day,
yeah. So I kind of have to just kind of take a deep breath.” At times, Catherine described the
difficulty she has in attempting to develop relationships in her own life, given what she knows
survivors have experienced in dating relationships:
I’ve been divorced for many years and there are times I think about doing that [dating]
and then a new client will come in, tell me a story and I go, “No, not happening.”
Because of these terrible stories that my clients tell me and I think, “Oh, my.” There are
just so many awful situations out there in the world. So I’ve been affected by that.
Catherine spoke to a sense of sadness about the experiences of clients but also of her own
frustration in losing her positive outlook about the world at times given what she is aware occurs
in the lives of her clients on a daily basis.
Summary of the Findings
The focus of this study was to explore and understand the experiences of domestic
violence counselors’ clinical supervision. More specifically, the research questions guiding this
study asked participants about their clinical supervision experiences, the relationship in clinical
supervision, and how they utilized clinical supervision to support their developmental and self-
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care needs. Themes and categories were identified which answered the research questions.
Participants experienced clinical supervision, as a means of personal and professional
development and a resource in supporting their self-care needs in reaction to domestic violence
advocacy and counseling work. In addition, themes developed focusing on the growth-fostering
nature of the supervision relationship and the experience of safety in clinical supervision.
Conclusion
This chapter provided an overview of the analytical findings that developed from the data
collected in this research project. I utilized interpretive phenomenological analysis to analyze the
data, which consisted of in-person interviews, reflective journals, and member check interviews.
Themes and categories were identified which helped frame responses to the research questions.
The findings provided an understanding of the clinical supervision experiences of these domestic
violence counselors and, more specifically, their experience of relationship within the
supervision experience. In addition, findings provided an understanding of the developmental
and self-care needs of these counselors and the ways in which supervision supports those needs.

CHAPTER 6
DISCUSSION
The purpose of this study was to understand the supervision experiences of domestic
violence counselors. The research questions aimed to shed light on the general experience of
supervision as well as the attributes of the participants’ relationship with their clinical
supervisors. In addition to experiences of supervision, my purpose was to understand how these
participants utilize supervision to support their own developmental and self-care needs. This
chapter presents a discussion of the findings of the study within the context of the relevant
literature. In addition, the limitations of the study are discussed and relevant implications for
clinical supervision, counselor education, and the domestic violence counseling and advocacy
field are presented. Finally, I offer suggestions for future research.
Discussion of the Findings
The overall findings of the study reveal that participants had supervision experiences that
can be considered broadly as occurrences of individual development and relational development.
In addition, the incidents of individual and relational development transpired holistically and
were understood by the participants through an increasing experience of growth and
development, rather than a stage-based progressive developmental experience. The findings
reveal that the cumulative experience of individual and relational growth occurs simultaneously
through clinical supervision. Based on the themes and categories presented in Chapter 5 and the
process of analysis done through IPA methodology, factors of individual development entailed
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the experience of value and worth, the development of the advocate role, the experience of
clinical growth, and finally, the process of career development. I have defined relational
development as the experience of relational growth within the clinical supervision relationship
and, more specifically, the experience of mutuality, of safety, and of community and connection.
The occurrences of individual and relational development found in clinical supervision
also demonstrated that the participants’ experiences of clinical supervision as protective factors
in their work with trauma survivors. My study’s findings indicate that clinical supervision, when
focused on the authentic, relational engagement of both supervisor and supervisee, is an
important strategy for supporting counselors engaged in domestic violence work.
The conclusions presented in this chapter describe my understanding of the participants’
experiences during the clinical supervision process as sources of individual and relational
development and as a means of coping with self-care challenges in domestic violence work. I
developed a visual representation of the conceptual framework, informed by the relevant
literature and application of conceptual theories, to serve as a reference detailing how my
conclusions regarding individual development, relational development, and supervision as a
protective factor contribute to an understanding of the supervision experiences of these domestic
violence counselors (see Figure 4). These conclusions offer additions to the existing literature of
clinical supervision in the domestic violence field.
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Figure 4. Visual representation of the conceptual framework and conclusions.
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Individual Development
Individual development in this study is described as the experience of growth in the
participants’ individual identities as women, feminists, professionals, advocates, and community
members. I found that this experience of growth occurred through four primary areas of
development: (1) experiences of value and worth, (2) development of the advocate role, (3)
clinical development, and (4) career development. Development occurred in specific examples of
cherished exchanges with their supervisors as well as throughout the entirety of their supervision
relationships.
Attending to the developmental process is a central component of strong clinical
supervision (Bernard & Goodyear, 2013). My study’s findings, with regard to the experience of
individual development, support the integrated developmental model of supervision (Stoltenberg,
McNeill & Delworth, 1998). My research also confirms the importance of the relational
framework (Baker-Miller & Stiver, 1997) within the supervisory alliance. Participants’
experiences of individual development occurred within a relational context, and it is through the
relational elements of the supervision experience that participants experienced individual growth.
My study’s results indicate the importance of the specific factors of growth that foster
relationships within the supervisory relationship as a means to support the supervisee’s
individual development.
Experiences of Value and Worth
For all of the participants in the study, clinical supervision provided an opportunity for
personal reflection and growth. This reflection and growth occurred through experiences in
which they felt valued by their supervisors and respected for their contributions to their own
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development. These feelings contributed to confidence in their skills as counselors as well as an
understanding of the importance of the supervision experiences toward their own development.
While the counselors found these experiences specific to clinical work, they often translated to
broader aspects of their lives as well. For the participants to experience these feelings in their
counseling work also meant that they were aware of their value and worth in their personal
identities as well. When participants experienced an increase in their own sense of value and
worth, they found themselves having higher levels of confidence in clinical work as well as in
their own abilities as individuals.
Stoltenberg et al. (1998) describe the high reliance on the supervisor during stage 1 of
supervisee development and the movement from a level one supervisee to a level two supervisee
as an important developmental milestone. Often considered the adolescent stage of development,
Stoltenberg et al. (1998) describe level two supervisees as more autonomous in their decisionmaking, holding higher levels of confidence in their emerging theoretical orientation, and
beginning to seek out a process to make unique clinical decisions independent from their
supervisors. While this theory provides a general understanding of developmental stages, my
research provides specific examples of how these counselors were supported to move through
the developmental level 1 to developmental level 2. This conclusion, individual development in
the supervision relationship, finds that supervision practices which integrate the supervisee’s
knowledge of their own self-worth and value as individuals and professionals assist in the
individual developmental process.
For many of the counselors in my study, their personal experiences of feeling valued,
supported, and respected created opportunities in which incidents of individual development
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were able to flourish. Gazzola and Theriault (2007) describe the importance of a combination of
supervisory styles that meet the needs of (1) the supervisee’s level of development, (2) anxiety
regarding performance, and (3) flexibility in roles as perceived by the supervisee. My research
adds to current literature regarding counselor preparation of training new clinical supervisors:
utilizing a framework that attends to the relational components of supervision by fostering
opportunities for counselors to develop a sense of value and worth supports their movement
toward independence and development. It is essential that supervision models account for the
individual development occurring through supervisees’ personal reflection of value and worth.
Development of the Advocate Role
The role of advocate is a critical component of domestic violence counseling work, given
clients’ high level of crisis when seeking out services as well as the institutional and societal
barriers they face due to the experience of ongoing abuse. Many of the counselors described the
shift in their own understanding of advocacy needs once they witnessed firsthand the challenges
their clients faced in the legal system or child protection system. For many of the counselors,
supervision was a means for developing contextual understanding, from a feminist perspective,
of the systemic barriers facing their clients. Supervision also allowed participants to develop an
advocacy identity that contributed to their own worldview and individual identity. For these
counselors, an aspect of their development paralleled the feminist philosophy that “the personal
is political,” (Hanisch, 1970). Development occurs when bearing witness to injustice and
standing alongside clients during experiences of ongoing abuse. Clinical supervision serves as a
space where this lived knowledge can be reflected upon and can then contribute to supervisees’
personal development as advocates. During this individual developmental process, the
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participants gained more confidence in understanding systems of oppression and utilized their
own lived knowledge and the lived experiences of their clients as evidence for their confidence.
Counselors in this study utilized a feminist framework in providing both clinical and
advocacy services to survivors. These findings are consistent with the feminist foundation of the
domestic violence field. The domestic violence advocacy field has utilized a feminist framework
in creating programs to serve survivors of violence by working with abusive partners to increase
their understanding of the dynamics of abuse within a patriarchal society (ILCADV, 2007).
Utilizing a feminist framework in clinical work and in supervision supports the infusion of
clinical services in traditional advocacy agency settings. While barriers exist to implementation
of clinical services in advocacy agency settings (Macy et al., 2010), there is common ground in
the connection of mental health and advocacy roles for domestic violence counselors utilizing a
feminist framework. My study’s findings offer an understanding of the importance of advocacy
and the advocate role for these counselors.
Clinical Development
Clinical development in this study is described as (1) an understanding of the complexity
of conducting clinical work while supporting survivors in crisis, (2) a richer understanding of the
mental health implications of domestic violence survivors, and (3) the development of a guiding
theoretical orientation for counselors’ clinical work with clients. Given supervisors’ focus on
clinical oversight of counseling cases, I discovered that these participants utilized clinical
supervision to deepen their knowledge of clinical intervention skills and to offer more advanced
therapeutic techniques to their client caseload. Many factors informed their clinical development,
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but for most of the participants, clinical supervision was an outlet for the development of their
knowledge, skills, and awareness of clinical mental health issues.
In many agencies, the scope of counseling services may vary based upon the training and
focus of the counseling staff and strategic direction of the leadership and board (Warshaw et al.,
2003b). The participants in my study discussed ways in which their knowledge of trauma
theories and clinical interventions were supported through clinical supervision. Many described
ongoing difficulties they faced when addressing the need for mental health care while
simultaneously attending to the crisis and emergency nature of their counseling work. Research
has long provided verification of the far-reaching evidence of the mental health implications for
domestic violence victims and their children (see Golding, 1999; Tjaden & Thoennes, 2000;
Warshaw, 2008). Clinical supervision gave participants space to conceptualize how they could
bridge the advocacy aspects of their work while attending to the mental health needs of clients.
Researchers have described the challenges and barriers that domestic violence and sexual
assault agencies face in offering services that address survivors’ mental health needs (see Macy
et al., 2010; Warshaw et al., 2003b; Woody & Belden, 2012). My study provides evidence that
clinical supervision can be a tool to mitigate some of those challenges counselors experience in
addressing the mental health needs of clients in crisis. Lastly, clinical development occurs in
supervision as concepts of trauma-informed care are integrated into the educational process.
Supervision supports the development of conceptualizing clients from a trauma-informed lens
and using theories that match the needs of trauma survivors in the context of a feminist approach
to their work.
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The National Center on Domestic Violence, Trauma, and Mental Health (NCDVTMH)
has supported the integration of mental health and domestic violence/sexual assault services for
providers over the past several years. My study’s findings echoed the importance of integration
of clinical development in advocacy work with clients and placed a high level of importance on
having support to provide survivors with clinical mental health interventions that take immediate
crisis needs into account. The use of clinical supervision supports this integration of mental
health and advocacy services.
I found that, for these participants, the development of clinical skills, awareness, and
knowledge occurred during the clinical supervision process. Given the variation in the scope of
clinical services offered across domestic violence counseling programs and the range of clinical
supervision offerings across domestic violence programs, it is important to acknowledge the
critical role that clinical supervision played in developing these counselors’ clinical
competencies.
Career Development
My study’s results indicated that individual development also consisted of an attention to
career development. Many of the participants found they had the opportunity to focus on
professional development due to the strengths-based feedback they received from their
supervisors. This focus on what they did well and what parts of themselves they wanted to build
on for future work was highlighted by the investment in the relationship that they experienced in
their supervisory experiences. Many of the participants found their experiences with their
supervisors to have qualities of mentorship. These qualities provided opportunities for them to
receive support regarding their future career development. Participants described ways in which
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they experienced their supervisors as supporting them and guiding them in their career
development.
Given that the domestic violence field faces high levels of employee turnover and
barriers to long-term employment (Macy et al., 2010), having experiences of guidance, support,
and strengths-based feedback is useful in supporting new professionals in the domestic violence
field. Participants’ descriptions of mentorship echo Johnson, Skinner, and Kaslow’s (2014)
arguments regarding the importance of mentoring in the supervision relationship. Clinical
supervision is a space in which advocates and counselors are provided opportunities to grow
professionally in their careers.
Individual Development Summary
I observed that experiences of individual development were present throughout the
clinical supervision experience. As participants felt more supported, more valued, and more
respected, they developed a stronger individual sense of who they were as women and
professionals and a deeper interest in determining how to continue to work in the field of antiviolence advocacy for their future careers. The individual developmental process was a central
part of their supervision experiences and was informed by the presence of the qualities of
growth-fostering relationships.
My study’s findings add to the existing models of individual development in supervision,
specifically, the Integrated Developmental Model (Stoltenberg et al., 1998). Supervisees
experienced individual development in a holistic fashion rather than a linear stage model. IDM
theory describes the high reliance on the supervisor during stage 1 of supervisee development
and the movement from a level one supervisee to a level two supervisee is an important
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developmental milestone (Stoltenberg et al., 1998). While the developmental theory provides a
general understanding of developmental stages, this conclusion offers an understanding of
specific examples of how these counselors were supported to move through the stages of level 1
development to level 2 development.
The supervisees in this study did not identify specific linear stages of development as the
IDM model does, but the findings do indicate the individual growth that occurred through
clinical development, competencies in advocacy, development of career goals and aspirations,
and lastly, the personal sense of value and worth did occur in supervision. These participants’
developmental experiences fostered higher autonomy and independence through the process of
building trust in themselves and their abilities in their work.
Relational Development
In this study, I named the experiences of mattering and mutuality within the supervision
relationship as relational development. In addition, the clinical supervision relationship was
central to the development of the protective component of working with trauma survivors. As
discussed in Chapter 5, many of the counselors experienced emotional reactions to their work
with survivors including a sense of injustice, sadness, and frustration. The relational qualities of
their clinical supervision experiences were critical to developing resiliency in working in the
field and in finding protective factors that allowed for attention to the impact of the trauma work.
Mutuality
I concluded that relational development occurred through mutual engagement, mutual
empathy, and mutual empowerment. The term I used in defining the participants’ experiences
was mattering. Proponents of relational-cultural theory (Jordan, 2010) describe the ability for
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mutual empathy and empowerment to occur in relationships only when there is a mutual
investment of presence and engagement in the relationship. These factors of mutuality were
found in the supervision relationship. Mutual engagement and empathy develop through the
actions of both individuals in relationship (Baker-Miller & Stiver, 1997), and it was clear in my
study’s findings that the supervision experience and the supervisee development mattered to the
supervisors. Several participants talked about the uniqueness of these experiences and the value
that was added to their day-to-day satisfaction with professional work as a result of the relational
growth in their supervision. The impact of these relationships was not specific to their
professional lives but had an impact on their broader lives as well.
The experience of mattering was found to be a culmination of moments of mutuality
within the supervision experience. In addition, many of the participants described the
supervisors’ actions taken to ensure that their own individual needs were being met. This
individual focus and personalized attention spoke to the perceived investment the supervisor had
in the supervision experience and how this perception of care and support impacted the
supervisees. For many of the participants, knowing that the supervisor valued them and was
invested in their development modeled a relational connection that the counselors attempted to
embody with their own clients in clinical work. In addition, the counselors who experienced this
relational mattering spoke of wanting to offer this in the future to those they would hope to
supervise. This phenomenon could be understood as a desire for wanting more connection as a
result of previous growth-fostering connection. Baker-Miller et al. (1997) describe the desire for
more connection as one of the five important factors that are present in growth-fostering
relationships. I found that participants who experienced mattering in their supervisory
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relationship wanted more of that similar connection in relationships with their future supervisors,
future supervisees, and clients. My findings indicate the value of supervisory relationships that
provide opportunity for genuine connection and mattering as fundamental components of the
supervision process.
Baker-Miller and Stiver (1997) initially described mutuality as a concept that speaks to
the participation of both members in a relationship as fully invested and open to change with an
intention of developing growth. The supervisory relationship is inherently hierarchical, as the
supervisor maintains an evaluative role and may embody additional roles such as teacher,
mentor, and gatekeeper. Supervisors who can maintain the capacity to embody multiple roles
while attending to the shared investment in the supervision process may provide a space for
supervisee development through mutuality.
In relationships in which mutuality is present, meaning is derived through the shared
experiences that foster safety, growth, and development. Critical to growth-fostering
relationships, however, is the knowledge that the other is also impacted and open to change
through his or her investment in the relationship (Baker-Miller & Stiver, 1997). Due to the
unique experiences of domestic violence counselors, supervision experiences that provide
opportunities for mutual engagement, mutual empathy, and mutual empowerment give
supervisors useful strategies to integrate the personal and professional needs of supervisees.
Safety
In my study, I found that safety within the supervisory relationship was a critical
component to the experience of relational development. The concept of safety was used to
describe experiences when supervisees felt that they could be open and honest with their
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supervisors about their own reactions to working with survivors. In addition, safety was present
when participants described the challenges they experienced with managing the impact of the
content of the clinical work on their own well-being. Several of the counselors described the
unique elements of domestic violence counseling work, which involved knowledge of very
intimate aspects of clients’ lives while supporting survivors in their decision-making process
regarding relationships in their lives. In addition, many of the counselors described the difficulty
they experienced in witnessing their clients’ (adults and children) feelings of responsibility for
the abuse they or their parents experienced. Some of the counselors were challenged by
significant feelings of sadness and frustration regarding the similarities in clients’ stories and the
patterns of abuse.
A critical component of advocacy and counseling work in the domestic violence field is
supporting the safety of the survivors and their families (see ILCADV, 2012; Walker, 2009). For
these counselors, an essential component of managing their own personal reactions was the use
of the supervision space to safely respond to their personal reactions and emotions. I found that
counselors experienced validation and support during supervision. These experiences lead to
deeper opportunities of connection and relational growth (Baker-Miller & Stiver, 1997). The
sense of safety was an important protective factor in managing the negative impact of clinical
and advocacy work with this population.
In domestic violence counseling settings, safety planning can be a first step typically used
by advocates and counselors to ensure that victims have resources and plans in place should their
physical safety become compromised due to an abuser’s actions (ILCADV, 2012). In addition,
developing safety within the counseling relationship is also a first step to building rapport and a
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therapeutic alliance (Fallot & Harris, 2002; Herman, 1992). Invoking parallels of the supervision
and the counseling relationship, my study’s results described ways in which safety in the
supervisory relationship was a crucial experience for participants’ ability to engage fully in the
supervision experience. Supervision experiences that emphasize safety enhanced the supervisees’
capacity to trust the supervisor with vulnerabilities present in personal reactions to the impact of
domestic violence work.
Community and Connection
Building from the categories and themes as well as further analysis through IPA
methodology, I found that the supervision relationship and the broader relationships within the
agency setting served as a community. The participants described these communities as
consisting of advocates and counselors dedicated to the eradication of domestic violence, for
whom many shared a vision and commitment to the field. Many participants described this
connection with other professionals, engaged in actions of social justice, as critical to their
overall well-being. Connections with other professionals can often serve as a protective factor for
mitigating the negative impact of working with trauma survivors (Arledge & Wolfson, 2001).
Community and connection were found to be present through methods of peer supervision, peer
mentorship, and collaboration in the broader agency settings. As agencies are often
multidisciplinary in makeup (Woody & Belden, 2012), developing opportunities for
collaboration across programs and disciplines serves as a means to engage in meaningful
relational development and collaborate regarding needs of survivors regardless of one’s role
within the workplace.
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The importance of community and the attention to the counselor’s ability to draw from
multiple sources of information parallels literature supporting protective factors in trauma work
(Arledge & Wolfson, 2001). Secrecy and shame are often present in abusive relationships
(Walker, 1979); my study’s findings indicate the importance of the counselors’ ability to seek
out support and obtain knowledge from others in their communities about systems of care. This
shared knowledge through lived experiences of advocates and colleagues advanced the
counselors’ ability to navigate these systems in hopes of advocating for their clients’ needs. This
experience of community speaks to the importance of collaborative agencies and a feminist
conceptualization of models of power dynamics in working toward eradicating domestic
violence.
Summary of Relational Development
I found that experiences of relational development occurred for most of the counselors in
this study. Relational development included an attention to the experience of mutuality and
mattering within the clinical supervision experience. The individual supervisees grew in their
understanding of relational factors of clinical work and supervision. This growth occurred in the
safety of the supervision relationship as well as in the broader community. Components of the
relationship in clinical supervision provided opportunities to attend to their self-care needs in
response to providing domestic violence counseling services. The concept of mutuality was
initially described by Baker-Miller and Stiver (1998) as one that requires both members’
participation in a relationship as fully invested and open to change in order to develop an
intention towards growth. The supervisory relationship is inherently hierarchical, as the
supervisor maintains an evaluative role yet, these participants experienced relational growth
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consisting of community and connection, safety, and mutuality. Utilizing safety, community, and
the relationship with clinical supervisors provides opportunities to reflect on and further
understand the dynamics of abuse and complex needs of the client base.
My findings regarding the relational development that occurred in supervision add to the
RCT framework that highlights the importance of mutual engagement, mutual empowerment,
and mutual empathy. The experience of relational development was noted only through the
supervisees’ perceptions and experiences. Their ability to sense and know the investment of their
supervisor speaks to the transparency of their relationships. An important factor in RCT is the
power of connection and the interest in more connection moving forward. The participants all
described an interest in wanting more of these experiences in the future for themselves and for
their own future supervisees, echoing a critical component (desire for more connection) found in
growth-fostering relationships (Baker-Miller & Stiver, 1998).
Clinical Supervision as a Protective Factor in
Attending to the Impact of Trauma Work
An important finding of this study was the experiences of frustration, sadness, and the
sense of injustice that occurred for participants during their work with domestic violence
survivors. Specifically, some of the participants described the unique difficulty of bearing
witness to the lived experiences of violence and abuse of victims and children. In addition, my
findings highlighted the barriers that these victims face when they attempt to advocate for their
rights and needs. The impact of trauma work has long been documented in the relevant literature
regarding counselor burnout, compassion fatigue, and vicarious trauma (see Arledge & Wolfson,
2001; Pearlman & Saakvitne, 1995; Skovolt, 2001). Themes and categories described in Chapter
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5 detailed overwhelming experiences of sadness, frustration, and, at times, a sense of
hopelessness in the face of confronting continued oppression and violence on a daily basis.
Specifically relevant for counselors working with domestic violence survivors, researchers have
found that providing services to individuals in crisis and emergency settings presents a unique set
of self-care needs (Beaton & Murphy, 1995; Figley, 1999). My findings indicated that the
clinical supervision relationship and experience was a protective component of participants’
abilities to stay engaged as counselors in the anti-violence field. Clinical supervision, when
focused on individual and relational growth and mutual investment of both supervisee and
supervisor, can be the lifeboat that keeps counselors afloat in a very challenging profession.
Clinical supervision provides an opportunity to support counselors engaged in advocacy
and clinical work with a high-needs population. Given the knowledge of the impact of trauma
work, attention to self-care and prevention of burnout is recommended by many public policy
organizations that provide training and funding to support the development of trauma-informed
best practices (Harris & Fallot, 2001; van Dernoot Lipsky, 2009). Skovholt (2001) describes the
caring cycle as the cyclical experience of engaging in empathic connection, actively working,
and disengaging from relationships that helping professionals participate in on a regular basis.
The third conclusion of my study, clinical supervision as a protective factor in trauma
work, adds to Skovholt’s cycle (2001) when considering the needs of domestic violence
counselors. These counselors are often engaged in the caring cycle in rapid succession with their
clients. As my findings highlight, counselors are supporting the crisis stage of work on a regular
basis. Domestic violence counselors often enter into relationship, actively work utilizing
advocacy and counseling skills, and have an experience of felt separation that may span just one
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or two sessions. This experience of working in crisis can leave the counselor with uncertainty
regarding the safety of the client and the possibility of ongoing engagement with the counselor.
My results indicate that the clinical supervision experience was a critical component in
participants’ ability to provide domestic violence counseling services and maintain their
engagement as counselors. As Arianna said, “supervision has been the piece that is holding me to
this work.” My study’s findings show that clinical supervision is an essential self-care strategy
and one that can be used across the domestic violence field as a means to support advocates and
counselors engaged in domestic violence work.
Contributions
My study’s findings indicated that experiences of individual and relational development
occur within clinical supervision. For the participants, personal and professional development
was interwoven with experiences of mutuality found in the growth-fostering relationships they
had with their clinical supervisors. While the study’s findings highlighted participant individual
development, further analysis revealed that this individual development occurred within a
relational context. The findings therefore highlight the importance of cultivating elements of
growth-fostering relationships within the clinical supervision experience along with the
importance of attention to the various developmental and self-care needs of domestic violence
counselors. Clinical supervision models that do not include attention to relational development
may be missing contextual knowledge of the interwoven experiences of supervisees’ individual
and relational development.
In addition to attention to supporting growth-fostering relationships within the clinical
supervision experience, additional contributions from this study highlight the interconnectedness
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of the personal and professional developmental process that occurred within clinical supervision.
While many theories of developmental models of supervision offer an understanding of the
clinical development of supervisees, my study offers an understanding of the integrated
experiences of personal and professional development that occurred within the clinical
supervision experience. Integrated theories that infuse developmental models of individual
growth as well as clinical growth would better capture the integrative developmental experiences
that occurred in supervision for these participants.
Clinical work with clients experiencing crisis involves a unique set of advocacy and
counseling skills that often do not fit the traditional psychotherapy models. I suggest that
counselors would benefit from further training on advocacy models and methods to infuse
advocacy directly into clinical work. In addition, my study illustrated the importance of agency
collaboration and multidisciplinary training, which served as opportunities for community and
connection. Counseling program administrators should be encouraged to utilize multidisciplinary
training sites and create opportunities for cross-discipline training for counselors-in-training.
Implications of the Study
Implications for the Domestic Violence Advocacy Field
It is clear from this study that clinical supervision was a benefit to domestic violence
counselors. As discussed in Chapter 2 and earlier in this chapter, the scope of services offered by
domestic violence counselors varies based upon leadership, professional training, and mission of
the agency. All of the counselors in this study were professionally trained to offer clinical
counseling services. Participants were drawn to domestic violence work because of their passion
for clinical work with trauma survivors and personal commitment to eradication of gender-based
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violence. Given the well-researched knowledge of the mental health implications from domestic
violence victimization due to the impact of adverse childhood experiences on future development
(Newlin, 2011), the domestic violence advocacy field is uniquely situated to offer traumainformed mental health services to survivors that utilize a feminist and relational framework. The
domestic violence advocacy field can infuse mental health services into a traditional advocacy
field by aligning with current and ongoing development of social justice models of professional
counseling. This alignment can provide opportunities for advocates to work alongside
professional counselors in offering longer-term clinical care. For many survivors, an experience
of safety is found in the agency settings that supported them during crisis. Trust has been
established due to the ongoing experience of advocacy and support. Enabling these agencies to
provide clinical services would offer an opportunity for a broader continuum of care for
survivors who could benefit from longer-term mental health care.
There are many concerns to be addressed when considering the implications of offering
clinical services in traditional advocacy agencies. First, there remains knowledge of historical
tension between traditional psychotherapy models that may be in contrast with feminist models
of advocacy and empowerment (Warshaw et al., 2003). In addition, the professionalization of
traditional advocacy roles relies on higher levels of education and professional standards that
may negatively affect traditional grassroots and peer advocacy movements (see Macy et al.,
2010). Additional barriers remain the cost of mental health services and lack of funding
supporting domestic violence agencies and victim services (Macy et al., 2010). While these
concerns are important to consider, given the emphasis over the past 15 years on the
development of trauma-informed care (Harris & Fallot, 2001), the continued development of
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relational-cultural therapy and feminist psychotherapy (Comstock et al., 2008; Jordan, 2010),
and the ongoing professionalization of the domestic violence field (Warshaw et al., 2013), my
study indicates that models exist which support frameworks for integrating clinical mental health
services within an advocacy and social justice framework.
Implications for Supervisors of Domestic Violence Counselors
Additional implications for the domestic violence advocacy field resulting from this
study speak to the protective factors that clinical supervision offers. The clinical supervision
experience supports the self-care needs of domestic violence counselors. In this study, each
participant described ways in which domestic violence counseling work impacted her overall
health and well-being. While each participant experienced a personal impact from her work with
survivors, only two were provided clinical supervision directly at their place of work. The other
five participants obtained supervision from consultants and were likely to stop supervision once
they received clinical licensure status. Clinical supervision can serve as an important support to
individual counselors and advocates to mitigate the negative impact of trauma work.
Specifically, clinical supervision, when framed in feminist theories and focused on individual
and relational growth, may provide opportunities for advocates and counselors to experience
growth and development in a similar fashion to this study’s participants.
Implications for Counselor Education
This study highlights the importance of training future counseling supervisors in clinical
supervision as well as models of advocacy in clinical work. It is important to note that most
clinical supervisors in practice will not attend doctoral training programs. Given the lack of
advanced training in supervision theories and applications of theory, counselor education
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programs should offer supervision training for master’s-level counselors. In addition, state
licensing boards should require advanced supervision training for counselors through continuing
education offerings. While general knowledge regarding models of clinical supervision is useful
to supervisors, my study offers a perspective that promotes an understanding of the relational
growth that can occur within the supervision experience. Training specifically focused on
relational development, mutuality, and the use of supervision as a means to support self-care
could be useful for supervisors in their own developmental process.
An additional implication of my study is the importance of training counselors in models
of professional counseling that integrate advocacy as core components of our work with clients.
An important finding was the participants’ development of the advocate role. While many of the
counselors identified with the social justice field and the anti-violence advocacy field,
development of advocacy competencies occurred within their clinical supervision experience. In
addition, participants had to navigate the integrated advocacy and clinical needs of their client
population. Training programs must give attention to advocacy skills as core counseling skills in
order to meet the needs of client populations that have experienced trauma and abuse. Given the
high levels of domestic violence, trauma, and abuse in the mental health field, training
counselors in advocacy skills would likely serve a broader population than just clients receiving
services in community agency settings.
Limitations of the Study
Several limitations of this qualitative study should be noted. First, all seven of the
participants were women and four of them were White women. While most advocates and
counselors in domestic violence advocacy work are women, the relational emphasis of these
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participants’ experiences in supervision is likely informed by their gender identity. Richer
diversity may have informed the study and altered the findings. For example, some of the
counselors described the importance of cultural competencies in working with clients of different
ethnic and/or racial identities that differed from their own. Participants also did not define the
racial and/or ethnic differences or similarities in their dyads of clinical supervisors. Attention to
racial and ethnic identity in the study design may inform future understanding of relational
dynamics in supervision. This should be considered when conducting future research regarding
experiences of clinical supervision.
An additional limitation of the study was the recruitment method. Since participants selfselected based on their interest and willingness to participate, counselors with more challenging
or negative supervision experiences may have opted out of the study. All of the participants were
interested in the study due to their interest in sharing about their experiences of supervision.
Future research with participants who had a broader range of clinical supervision experiences
may be helpful to provide more qualitative information about the developmental process of
supervisees providing domestic violence counseling.
Another limitation of the study was geography. All of the participants were in the
regional area of Chicago or in Illinois. The current fiscal crisis in the state of Illinois may have
affected the lack of funding resources for agencies and may have contributed to some of the
findings regarding the client population’s advocacy needs. In other states or regions of the
country with higher functioning social service systems, the advocacy needs may be different or
not as prevalent as those found in this study.
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Lastly, a limitation of the study was that it focused only on the supervisee experience of
supervision. A research design that provided opportunities to highlight the experience of the
supervisor in supervision may have contributed to additional considerations of the relational
experience of mutuality and offered a broader perspective on the theoretical approaches utilized
by supervisors in agency settings.
Suggestions for Future Research
More research is needed to fully investigate the domestic violence counseling supervision
experience. Additional qualitative research from a more diverse group of domestic violence
counselors as well as sexual assault counselors could further support our understanding of the
developmental experiences that occur in supervision. In addition, more qualitative research could
produce additional knowledge regarding the protective factors that supervision has to offer in
trauma work. Also, for counselors who experience harmful incidents in supervision, qualitative
research may be helpful to determine ways in which supervisors can best support their
supervisees.
While additional qualitative research may further illuminate experiences of supervision,
research is lacking that focuses on the quantity of counselors receiving supervision, as well as the
barriers that agencies face in providing supervision. The integration of clinical work in
traditional advocate roles continues to be an area of importance for study. Knowledge regarding
the types of clinical services offered in advocacy agency settings would be useful to have in
order to bridge the divide between mental health and domestic violence services. Many of the
available treatment models provide training for trauma-informed practices. Future research, such
as case studies, that investigates agencies that implement trauma-informed clinical models of
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care would be useful to the mental health and domestic violence fields. In addition, it would be
helpful to determine barriers that agencies face in implementing and offering clinical services.
Research that investigates practices of domestic violence counseling services and provides
broader information about models utilized in agency settings may serve the mental health,
domestic violence, and sexual assault agencies supporting survivors in their advocacy and mental
health care.
Researcher Reflections
Throughout the experience of conducting this study I found opportunities of personal and
professional growth. As a counselor, counseling supervisor, and previous domestic violence
counselor, I felt a connection to the lived experience of many of the participants in their
professional roles. While I connected with their work experiences, the challenges and benefits, I
found the interview process to be captivating. Each individual was unique in her reflections and
in the ways she described the supervision experience. I felt a great deal of gratitude for each
individual with whom I met. It was an honor to hear participants’ experiences and reflections,
and I believe that I genuinely have a stronger understanding of the clinical supervision
experience now than when I started this project. I also feel that I can appreciate the value of the
relational experiences that occurred for the individual counselors. I am struck by how important
it is for us to do this work in connection, and I am grateful that these participants allowed me into
their experiences of those connections.
During my time as a domestic violence counselor I was deeply grateful for my
supervision and consultation experiences. Those experiences drove me to seek out further
education and training in clinical supervision. I found a passion for this topic early on through an
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understanding that engaging in a growth-fostering relationship with a clinical supervisor can be
transformative. Throughout my doctoral program I was eager to find out if other people valued
the clinical supervision experience in the ways I did and how those experiences could also
transform others on their paths in their professional journeys. As a professional counselor, I exist
in three slightly different yet interconnected areas of work: counselor education and supervision
training programs in academia, clinical mental health counseling practice, and the anti-violence
community advocacy field. This experience helped me to integrate all of those professional
settings, and I am grateful to have found a professional research agenda that I hope to build on in
my years to come. Advocates and counselors have so much to learn from each other in working
toward eradicating gender-based violence and supporting survivors of trauma. In these fields, all
skills are valued and meaningful, and this research experience solidified my belief in the
importance of integrated care in which there is room for diversity of training, opinions, and
approaches. I am thankful to be part of a field that works toward building opportunities for
personal and professional growth through the relational investment in each other and in our
communities.
Summary
This chapter offered a discussion of the findings of this study and implications for future
research and practice. Overall, this study provided an understanding of the clinical supervision
experiences of the participants and how those experiences informed their developmental and
self-care needs. The study’s findings provided an understanding of the individual and relational
development that occurred in the clinical supervision experiences. The experiences of individual
and relational development found in clinical supervision also demonstrated that the participants’
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experiences of clinical supervision were protective factors in their work with trauma survivors.
This study’s findings suggest that clinical supervision, which focuses on the authentic, relational
engagement of both supervisor and supervisee, has the potential to be an important strategy to
support counselors and advocates engaged in the domestic violence field. Counselor Education
and Supervision programs can benefit from training future supervisors to infuse developmental
models that attend to both individual and relational growth in the clinical supervision experience.
In addition, domestic violence agencies can benefit from utilizing clinical supervision as a means
to support advocates and counselors in the field of anti-violence work.
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Interview Protocol
1. As a domestic violence counselor, what are your primary job roles?
2. How did you come to work with domestic violence survivors?
3. How do you experience support in your work?
4. In what ways have you been personally affected by your work with domestic violence
survivors?
5. Please describe the supervisory experiences you have had during your time as a domestic
violence counselor.
6. Please describe the supervisory relationship experiences.
7. In what ways have your supervisory experiences informed your clinical knowledge of
trauma treatment?
8. In what ways have your supervisory experiences informed your personal development?
9. In what ways have your supervisory experiences informed the personal effects you have
experienced of domestic violence counseling?
10. In what ways do you obtain professional development?
11. What do you hope to gain from supervision?

